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Reports on studies of in vitro activity of CHLOROMYCETIN over the past few years indicate that this 
antibiotic has maintained its effectiveness against most strains of staphylococci.'* “...Staphylococci 
do not acquire resistance to chloramphenicol [CHLOROMYCETIN] as they do to other antibiotics, in 
spite of heavy use of chloramphenicol [CHLOROMYCETIN].”! 


These in vitro studies are borne out by excellent clinical results withcHLOROMYCETIN in treatment 
of patients for severe staphylococcal infections, including staphylococcal pneumonia,” postoperative 


wound infections,® postoperative parotitis,” and puerperal breast abscesses.* 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® of 250 mg., 
in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or for minor infections. Furthermore, as with certain other 


drugs, adequate blood studies should be made when the patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Roycr, A., in Welch, H., & Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 783. (2) Waisbren, B. A., & Strelitzer, C. L.; Arch. Int. Med. 101:397, 1958. (3) Koch, R., & Donnell, G.: California Med. 87:313, 
1957. (4) Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844, 1957. (5) Cooper, M. L., & Keller, H. M.: 
J. Dis. Child. 95:245, 1958. (6) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (7) Brown, J. V.; Sedwitz, J. L., & Hanner, J. M.: 
U.S. Armed Forces M. J.: 9:161, 1958. (8) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. 
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IN VITRO SENSITIVITY OF STAPHYLOCOCCI FROM THREE FOCI OF INFECTION 
TO CHLOROMYCETIN FROM 1953 TO 1957* 


JANUARY-JUNE, 1957 


Ear (39 strains) 97.5% 


OCTOBER, 1955-MARCH, 1956 


Upper 


respiratory 


100 


*Adapted from Royer.t 36258 


4 
. 
é 
Skin (75 strains) woe 98.7% - 
| respiratory 
| Skin (113 strains) 99.2% 
| 97.8% 
respiratory 
| 
| Ear (45 strains) ; 97.8% 
| 
Upper 
— (50 strains) 86.0% 
. 


THE JOURNAL 
of the 


KANSAS MEDICAL SOCIETY 


Number 11 


Volume LIX NOVEMBER, 1958 


TABLE OF CONTENTS 


Original Articles Editorials 
Care of the Newborn—An Outline of Standards Rueben Dalbec Joins AM.A. . . . . . 507 
in Kansas—Committee on Chiid Welfare, Textbook 
Kansas Medical Society . . . . . 477 
American Board of Abdominal Surgery . . 507 


Care of the Newborn—Definitions, Laws, and 
Regulations in Kansas . . . . . . 491 


Miscellaneous 
Tumor Conference—Carcinoma of the Tongue 510 
Maternal Mortality Report. . . . . . 505 
The Adenoviruses—A Review of the Litera- 
ture and Assessment of Findings—Sam 
Petrie, M.D., Kansas City, Missouri. . . 512 Economics in Medicine . . . . . . 520 


Associate Editors 


Editorial Board 


Orvitte R. CiarK, M.D., Editor, Topeka Dona tp P. Trees, M.D., Wichita 
Vv. E. W , M.D., Kansas Ci 
Davin E. Gray, M.D., Topeka ERNON ILSON, sas City 


RICHARD GREER, M.D., Topeka PAULINE FARRELL, Managing Editor 


and Advertising Manager 
Dwicut Lawson, M.D., Topeka 
O.iver E. Business Manager 
JouN A. SEGERSON, M.D., Topeka Executive Office: 315 West Fourth Street, Topeka 


Ownership: The Journal is a non-profit publication owned and published monthly by the Kansas Medical Society. 

Subscription: A year’s subscription to the Journal is included in membership in the Kansas Medical Society, with 
$2.00 of each member's dues apportioned to the Journal. Rates to others, except in foreign countries, $4.00 per year 
or 60c per copy. 

Material: Scientific articles, editorials, and data of general interest are invited from all members. Articles are to be 
submitted on condition that ihey are contributed solely to this publication. A right is reserved to reject any material 


deemed unsatisfactory. 
Manuscripts: Only manuscripts that are typewritten on one side, double spaced, and original copies can be accepted. 


Manuscripts will be returned upon request. 
Advertising: All advertising contracts, and all copy from advertisers under contract are subject to approval of the 
editorial board. Copy should be received by the 15th of the month immediately preceding the month of publication. 
Non-Responsibility: Although an effort is made to publish only accurate articles and legitimate advertisements, the 
Journal denies legal responsibility for any statements, opinions, or advertisements appearing under the names of con- 
tributors or concerns. 


Entered as second-class matter at the post office at Fulton, Missouri, June 19, 1953, under the Act of 
March 3, 1879. Acceptance for mailing at special rate of postage provided for in Section 1103, Act of 
October 3, 1917, authorized on July 2, 1918. Office of Publication: 1201-05 Bluff Street, Fulton, Missouri. 


1 
ig 
| 
| 
| 
‘ 
| 
| 
| 
| 


ADVERTISEMENTS 


) Los: 14 


“,.. this patient did not any of blood or 
any hematinic other than the intramuscular dose of iron. His 
initial concentration of hemoglobin measured 5.8 gm. per 
100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 
fatigability, dyspnea, palpitation on exertion).”"? 


IN NTI 1) LER \NCE 


had an response with a peak 
of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia and conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.”2 

(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 
(2) Best, W. R.; Louis, J., and Limarzi, L. R.: M. Clin. North America 
(Jan.} 1958, p. 3. 


Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician's directions in 
every box. There are 50 mg. of elemental iron per cc. Request brochure 
NDA 17, imferon. 


IMFERONE® is distributed by Lakeside Laboratories, Inc., under license 
from Benger Laboratories, Limited. 
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6 ADVERTISEMENTS 


new 3-way 
build-up for 


Improve appetite and energy 
with ample amounts of vitamins—B,, Be, Bio. 


strengthen bodies with needed protein 
Through the action of I-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol for 
enhanced absorption of both iron and By. 


New 


WITH IRON SYRUP 


d . . Average dosage is 1 teaspoonfu! daily. Available in botties of 4 and 16 fi. oz. 
elicious Each teasp ful (6 cc.) 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
*Reg. U. S. Pat. Off. 
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ADVERTISEMENTS 7 


PROTEIN DEPLETION REVERSED 


the clinical results are positive when 


NILEVAR positive nitrogen balance 


The anabolic effects of Nilevar are quickly manifest both to the patient 
and to the attending physician. 


When loss of nitrogen delays postsurgical recovery or stalls . 
convalescence after acute illness and in severe burns and trauma, 
Nilevar has been found to effect these responses: 


e Appetite improves e The patient feels better 
e Weight increases e The patient recovers faster 
Similarly Nilevar helps correct the “protein catabolic state” associated 


with prolonged bed rest in carcinomatosis, tuberculosis, anorexia nervosa 
and other chronic wasting diseases. 


‘Nilevar is unique among anabolic steroids in that 
androgenic side action is minimal or absent in appropriate dosage. 


Nilevar (brand of norethandrolone) is supplied as tablets of 10 mg. and 
ampuls (1 cc.) of 25 mg. The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the daily dosage is 0.5 mg. 
per kilogram of body weight, in single courses no longer than three months. 


Research in the Service of Medicine. 
G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
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mam The highest levels 
of Filmtab Com- 
pocillin-VK. 

@ BH The median levels 
of Filmtab Com- 
pocillin-VK. 

Note the high upper levels 

and averages at % hour, 

and at 1 hour. 

Doses of 400,000 units 

were administered before 

mealtime to 40 subjects 
involved in this study. 
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FISMTAs, 
comes in 
bottles of 30 and 100, and” 
250 gig. (400,000 unity), 
bs bottles of 25 and 100; 


ORAL SOLUTION, 

K comes 
geanules for 
“stitution with wa 
flavored, the granules 
and 80-cc. bottles: 
teaspoon {ul represents 
O unitsy 
penicillin 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . . . marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. . .. We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME ivision of MERCK & CO., INC., Philadelphia 1, Pa, &p 


markedly relieves 
pulmonary 
edema 


ANY INDICATION FOR DIURESIS 1S AN INDICATION 7 FOR DIURIL 
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FrRADEMARK, REG. U. PAT. OFF. 


TTRADEMARK, REG. U. S. PAT. OFF.—THE UPIONN 
BRAND OF TETRACYCLINE 
RADEMARK, REG. UV. S$. PAT. OFF.—THE UPJONN 
BRAND OF CRYSTALLINE NOVOBIOCIN SODIUE 


tHrrapemann 


The Upjohn Company, Kalamazoo, Michigan 
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Make new 


(Panmycin; Phosphate plus Albamycin**) 


your 


broad-spectrum 


antibiotic 


of first resort 


Available forms: 

1. Panalba Capsules, bottles of 16 and 100 
capsules. Each capsule contains: 

Panmycin phosphate (tetracycline phosphate 
complex) equivalent to tetracycline hydro- 
chloride .. 250 mg. 
Albamycin (as novobiocin sodium). ..125 mg. 


2. Panalba KM j++ Flavored Granules. When 
sufficient water is added to fill the bottle, 
each teaspoonful (5 cc.) contains: 


Panmycin (tetracycline) equivalent to tetra- 
cycline hydrochloride ......... mg. 
Albamycin (as novobiocin calcium). .62.5 mg. 
Potassium metaphosphate .........100 mg. 
Dosage: 

Panalba Capsules 

Usual adult dosage is 2 capsules q.i.d. 


Panalba KM Granules 

For the treatment of moderately acute infec- 
tions in infants and children, the recom- 
mended dosage is 1 teaspoonful per 15 to 
20 Ibs. of body weight per day, administered 
in 2 to 4 equal doses. Severe or prolonged 
infections require higher doses. Dosage for 
adults is 2 to 4 teaspoonfuls 3 or 4 times daiiy, 
depending on the type and severity of the in- 

tion. 
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9, April 1956. 179. Friedman, A. P.: The treatment of chronic headache with mevro- 
Use of tranquilisers in the treatment of headache. Am. Pract. & Digest Treat. 8:9, 
eM.A. 16321111, March 30, 1957. 182. Friedman, H. T. and Marmelzat, W. L.: Adverse 
robamate [Miltown]- a clinical study. Am. J. Psychiat. In press, 1957. 18k. Gibbs, 

Relexant effects of meprobamate in disabilities resulting from musculoskeletal and 
L53, dnly 1956. 166. Gillette, H. E.: The effect of neprobamate on cerebral palsy. 
ers and purpura hemorrhagica (Correspondence). J.A.M.A. 161396, May 5, 1956. 188. 
An evaluation of meprobamate in the treatment ef alcoholism. Ann. New York Acad. Se. 

“Habit-forming" individuals (Queries and Minor Notes). d.A.M.A. 163:515, Feb. 93, 
® Ohio M. J. 5221306, Dec. 1956. 192. Hollister, L. E., Elkins, H., Hiler, E. C. 
ad. Sc. 67:789, May 9, 1957. 193. Hollister, L. tamnard, A.gi. and Drake, C. F. 

19h. Holoubek, J. E., Thomas, 0. C. and Se Tore reaction to 2-methyl~ 
95. » Karli A AG - Canad. 
robamate (é ore & Throat. 


trenquiliz#®, meprooamate préliminary 


cbamate a. igelmass, I. 
« P. Clini ail j 
J. Chronic 


). 16002132, 1956. Lemere, F.: Hab 
56. 206. ¥.2 CY. the disorders. 
& Arch. Ta C. tne 
LeVan, skin A 
Pediatrics 17: 
in Med. 372128, sy i 
town in the*treatment of chronically i112 p 


Osinski, o & op 

of six atarax SE: a lent American Psychosonati¢ 

1957, Pp. si 

ony Ve Mes hic ©. eraxies patients. ve 
n (meprobamate) with psychotic An. 257 73957. 226. 


with poo = 
‘iltown) fo treatment of Ale and Digest areat. 731573, 


tion. Nortensién- Mi not autonomic’ furietioni¢ 
956. 233. Rushia, E. L.: Preliminary report on the use of meprobamate for pre-anes~ 


S. B.: The effects of ward tension on the quality and quantity of tranquilizer uti- 
The velu disgrders of muscle tone. Ann. New York Acad. Sc. 
Hypotensive i with neprobamate « Lancet 22 
g drug: us th : JeAMAe 
new tranquil 
(Miltown) in rheumatic ymepro 16, 1957. 
spasm due , New, Jérpey, 1957. 2hh. 
riatrics Soc. 5:1252, Feb. 1957. 245. Smith, R. T.: The newer drugs.da the treat- 
adelphia, March, 1957, pp. 353-358. 2h6. Sokoloff, 0. J.: Moprobamate (Miltown) as 
» Cet. 1956. 2h7. Steffen, C. G., Chervin, M. and Van Vranken, B.: Reaction follow- 
Stewart, R. H.: The use of tranquilizing drugs in gynecology. West. J. Surg. 6k% 
land J. Med. 2563354, Feb. 21, 1957. 250. Thal, N.s Premedication for electroshock 
7:52, Feb. 1956. 251. Thinann, J.t Newer drugs in the treatment of acute alcoholisa 
ng, Atlanta, Georgia, Dec. 26, 1955. 252. Thimann, d. and Gauthier, J. W.: Miltown 
17:19, March 1956. 253. Tucker, W. I.: The place of Miltown in general prectice. 
1 evaluation. of meprobamate therapy in 2a chronic schizophrenic population. Ame de 
Surg., Gynec. & Obst. 104:233, Feb. 1957. 256. Turvey, 8S. E. C.s HMeprobamate for 
63, June 1956. 257. van de Erve, J. and Childs, D. R.t Meprobamate reactiona. de 
cas (The new ateractic drugs). Prensa méd. argent. 332667, Aug. 31, 1956. 259. Weine 
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Relieve moderate or severe pain Sumbols 


Reduce fever OF 
Alleviate the general malaise of PROVEN 
upper respiratory infections PAIN 


RELIEF 
‘TABLOID’ 


WITH 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


t 
7 
‘ 


Codeine Phosphate 
Phenobarbital 
Acetophenetidin 

Aspirin (Acetylsalicylic Acid) 


Codeine Phosphate 
Phenobarbital 
Acetophenetidin 

Aspirin (Acetylsalicylic Acid) 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin 
Aspirin (Acetylsalicylic Acid) 
Caffeine 


Phenobarbital 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


fFormuias for aepe © if 
...from moderate to severe pain complicated by tension, anxiety and restlessness. a 
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of Triaminic 


ADVERTISEMENTS 


all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 


»..non-narcotic cough control as effective as with 


codeine, but without codeine’s drawbacks 


.+-an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 


tolerated APAP 


medication 


Each Tussacesic Tablet contains: 
(phenylpropanolamine HCl... . 25 mg.; 
pheniramine maleate ....... 12.5mg.; 
pyrilamine maleate ........ 12.5 mg.) 
Dormethan (brand of dextro- 
methorphan HBr) ... . . . 30mg. 
Terpin hydrate ..... . . .180mg. 
APAP (N-acetyl-para-aminophenol) .325 mg. 


Tussagesic Tablets provide relief from all cold 
symptoms in minutes, lasting for hours. 


Dosage: One tablet in the morning, mid- 
afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 
the timed-release action. 


Also available—for those who prefer 
palatable liquid medication— 


SMITH-DORSEY © a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 


...the prompt and prolonged activity of timed-release 


To reduce upper respiratory congestion and irritating 


secretions. 


For non-narcotic control of the cough reflex. 
To augment demulcent respiratory secretions. 
For specific, highly effective antipyresis and analgesia. 


Tussagesic suspension 


first-3 to 4 hours of 
relief from the 
outer layer 


then—3 to 4 more hours 
of relief from 
the inner core 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 


whose drinking is a symptom of underlying pathology— 


less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 


efficient management) requires initial institutional care 


of these individuals: 


THE RALPH CLINIC 


529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI 


Telephone VI. 2-3622 


(A portfolio 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 61st year) 
is in the advance of every phase of 
the treatment of alcoholism. It in- 
vites consultation with you concern- 
ing your patients with problems of 
excessive drinking. 


about the Problem of Alcoholism is available upon request). 
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more-potent and comprehensive treatment than salicylate 


tablets 


-- assured. anti-inflammatory effect of low-dosage corticosteroid? 
.. additive antirheumatic action of corticosteroid plus 
salicylate?+ brings rapid pain relief; aids restoration of ‘nies 

more easily manageable corticosteroid dosage 


Sreater assurance of safer, uninterrupted course of treatment’ J 
Write for complete bibliography. 
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ADVERTISEMENTS 


X-RAYS 
SHOW 
HOW ONE 


PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 

With its unique formulation, the 
Pyribenzamine Lontab not only re- 
lieves allergy symptoms promptly, 
but sustains relief as long as 12 hours. 
Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 

Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 


ibenzamine Lontabs — full-strength — 100 mg. 


SUPPLIED: Pyr: 
(light blue) . 
NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 

PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 


LONTABS® (long-acting tablets CIBA) 
@/2ceann ie I B A SUMMIT, N. J. 


2 hours Lontabs are in the 
stomach and small bowei. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


8 hours Lontabs are still visible as 
substance of core continues to be released. 
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ADVERTISEMENTS 


How to aan friends... 


The Best Tasting 
Aspirin you can prescribe. 


The Flavor Remains Stable 
down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY: DIVISION 
of Sterling Drug Inc. 
1450 Broadway, New York 18, N. Y. 
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Comments by investigators on 


Rob 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Robins 


—the remarkably efficient skeletal muscle relaxant, 

unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


PUBLISHED REFERENCES: 1. E. B.: Medical Journal 51:627, 1958. 
2. Forsyth, H. F.: J.A.M.A. lorstee. 1958. 3. Pragtes J. M., and Truitt, E. B., Jr.: J. Pharm. 
& Exper. 119:161, 1957. 4. Morgan, A. B., Jdr., and Litt le, J. M.: J. 
Am. + Sel. Ed. 46:374, 1957. S. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 
1673160, 1 1038. 6. Park, H. W.: J.A.M.A. 167:168, 1958. 7. dr., and Patterson, 

R. B., Proc. Soc. Exper. Bio. & ig 95:422, 1957. 8. Truitt, E. + Patterson, R. B., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 1101180, ‘Tes. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.67% of Cases of Acute Skeletal Muscle Spasm'-2-*-« 


NO. RESPONSE 


CONDITION PATIENTS 


stupby 1° 


Skeletal muscle 
spasm secondary to 


“marked” | moderate | slight | none 


acute trauma 33 26 6 1 — 
STUDY 2? “pronounced” 

Herniated dise 39 25 13 — 1 

Ligamentous strains 3 4 4 — — 

Torticollis 3 3 ame 

Whiplash injury 3 2 1 es 

Contusions, 


fractures, and 
muscle soreness 


due to accidents 5 3 2 — pees 
stuby 3° “excellent” 
Herniated disc 8 6 2 
Acute fibromyositis 8 8 
Torticollis 1 — 1 
stupy 4° “significant” 
Pyramidal tract 
and acute myalgic 
disorders 30 27 —- 2 1 
TOTALS 138 104 28 4 2 
(75.3%) (20.3%) 


American Medical Avsociation 


the author's clinical experi- 


ence, methocarbamol has af- 


forded greater relief of muscle 
spasm and pain for a longer 


period of time without undesir. 
able side effects or toxic reac- 


tions than any other commonly 


American Medical Association 


‘An excellent result, following © 
methocarbamol administration, 
A obtained in all patients with | 


skeletal muscle spasm.’’* 


THE JOURNAL 


American Medicat 


dies there any 
significant reduction in voluntary : 


strength or intensity of sim 


Southem 
Medical, fouma 


that methocarbamol {Robaxin) i is 
superior: skeletal muscle relax- 


THE JOURNAL 
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ADVERTISEMENTS 


CLINICAL all Staph 
RESULTS adults children _infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 

> ‘Failure 17 (7%) 11 (6%) 3 (3%) 

Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its oat 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
» Bonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant’” epidemic 


staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and phenicol. 


2 
2 
= 
aE chloramphenicol 
0} g 2 erythromycin 
penicillin 


effectivey 


| 
| 
control of | 
3 . oe (a) adults (b) children | 
1 Total-9.2% Total -0.6% 
COUN TILOTL Vi 
sh— nrash—no ] 
(3 out of 217) Gastrointestinal 
4 Seas iae Gastrointestinal — 0.6% (1 out of 167) 
‘ 7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sus 


Lram-| 
positive 


Lj e Z 0 Dosage and Administration: Dosage varies according to the 
i severity of the infection. For adults, the average dose is 250 mg. 
i q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
a & 8 months to 8 years of age, a daily dose of approximately 30 
-| mg./Kg. body weight in divided doses has been found effective. 
“| Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 
Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 
References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother, 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
; “3 Crenmeaen 1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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Hospital practice of infant feeding 


Self-regulated schedules 

The newborn may become a feeding problem if 
the fermula is excessive or if he is awakened to 
be fed forcefully. 

The young infant may balk at new food or pro- 
cedure. The older infant, devoted to his bottle, 
may resent weaning—it takes a certain readiness 
for weaning to make the change agreeable. Later, 
the infant may become somewhat independent 
and arbitrary—what he enjoyed yesterday he 
rejects today. 


WHOLE MILK FORMULAS 
Whole Each Number of 
Age Milk Water on Syrup Feeding Feedings in Total 


Months Fluid Oz. 02. 0z. 24 Hours Calories 
Birth 10 10 2 3 6 320 
1 12 13 3 4 6 532 
2 15 13 3 412 6 480 
3 17 9 3 5 5 520 
4 20 11 3% 6 5 610 
5 23 11 4 642 5 700 
6 26 10 4 7 5 760 
7 28 11 3 7 5 740 
8 30 11 2% 8 5 750 
10 32 9 2 8 5 760 
12 32 9 0 8 5 640 


EVAPORATED MILK FORMULAS 
Evaporated Each Number of 


Age Milk Water Karo Syrup Feeding Feedingsin Total 
Months Fluid Oz. 02. Tbsp. 0z. 24 Hours Calories 
Birth 6 12 2 3 6 380 
1 8 16 3 4 6 532 
2 14 3 42 576 
3 10 15 3% 5 5 650 
4 12 18 4 6 5 768 
5 1 21 4 642 5 768 
6 13 22 4 7 5 812 
7 14 21 3 7 5 796 
8 15 20 2 7 5 780 
10 16 16 1 8 4 764 
12 16 16 0 8 4 704 


When a feeding problem is in the making, sensi- 
ble decorum will solve it. Nature invites infant 
feeding cooperation through hunger. If hunger is 
appeased on demand rather than by clock there 
will be fewer problems—the baby is the best 
judge of when he wants food and how much. 


Feeding must be adapted to the infant individu- 
ally to make it a pleasurable experience. This is 
the current objective in successful infant feeding 
formulated for normal infants in the charts below: 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration: Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 
much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In- 
fant Feeding Guide, Box 280, New 
York 46, N. Y. 
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meprobamate (Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
T.Meprobamate is more widely prescribed than any sustained action f orm [uM epr Osp an] pr oduced 
other tranquilizer. Source: Independent research a more uniform and sustained action “ae 


organization; name on request. 
with other these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. 


Submitted for publication, 1958. reduced dosage.’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request * WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 
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ADVERTISEMENTS 


§ prompt, aggressive 
antibiotic action 
a reliable defense against 


monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 

It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 

It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Ny in (Mycostatin) 


Capsules (250 mg./250,000 “), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 wu. per cc.). 10 cc. dropper bottles. 


Squibb Quality — the Priceless Ingredient 


‘sunrcin’® ano ‘mycostatin’® ane TRAOEHARKS 
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for 
colds 
of 


every 
description : 


Each CorRICIDIN ForTE Capsule provides 
CHLOR-TRIMETON® Maleate 

(chlorprophenpyridamine maleate) ..............4.mg. 


Methamphetamine hydrochloride .............1.25 mg. 
Dosage—1 capsule q. 4-6. 
Supplied—Bottles of 100 and 1000. 3 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Provides therapeutic quantities 


Potent ‘Trinsicon’ offers complete and 
convenient anemia therapy plus max- 


imum absorption and tolerance. Just two - 


Pulvules ‘Trinsicon’ daily produce a 
standard response in the average uncom- 
plicated case of pernicious anemia (and 
related megaloblastic anemias) and pro- 


NEMIA 


of all known hematinic factors 


vide at least an average dose of iron for 
hypochromic anemias, including nutri- 
tional deficiency types. The intrinsic fac- 
tor in the ‘Trinsicon’ formula enhances 
(never inhibits) vitamin B,, absorption. 
Available in bottles of 60 and 500. 


*'Trinsicon’ (Hematinic Concentrate with Intrinsic Factor, Lilly) 


LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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Care of the Newborn 


I. Introduction 


The following standards and recommendations for 
hospital care of newborn infants is based upon Hos- 
pital Standards, Rules and Regulations, Thitd Edition, 
1953, published by the Kansas State Board of Health, 
and the booklet, Hospital Care of Newborn Infants, 
published by the American Academy of Pediatrics, 
with the approval of the American Academy of 
Obstetrics and Gynecology, 1954, revised, 1957, with 
the approval of the American Academy of Obstetrics 
and Gynecology; the American Committee on Ma- 
ternal Health; the section on Maternal and Child 
Health of the American Public Health Association; 
the American Hospital Association; the National 
League for Nursing; the Children’s Bureau of the 
Social Security Administration; the Department of 
Health, Education and Welfare, and the Section on 
Pediatrics of the American Medical Association. 

It is our purpose here to delineate a set of stand- 
ards for the care of newborn infants residing in hos- 
pitals in the state of Kansas. We are defining pro- 
cedures which will safeguard the infant’s physical 
well-being and promote normal relationship between 
him and his environment. 

It is our hope that this material can be applied to 
all hospitals in Kansas for the improved care of new- 
born and premature infants. 


Il. Environmental Factors 


Group care of newborn infants in hospitals is a 
comparatively new procedure, the history of which 


Prepared by the Committee on Child Welfare of the Kan- 
sas Medical Society through a sub-committee composed of 
Dr. William H. Crouch, Jr., Topeka; Dr. H. P. Jubelt, 
Manhattan; Dr. Geoffrey M. Martin, Topeks, and Dr. Theo- 
dore E. Young, Topeka. 
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An Outline of Standards in Kansas 


is studded with outbreaks of epidemic disease, Ex- 
perience has shown that nurseries can be operated 
safely if they are carefully designed and provided 
with generous amounts of space. In planning new 
units, there should be close cooperation between the 
architect and the medical and nursing staff—and 
the state health department if ‘there are any major 
problems. Old units should be continuously revised 
and remodeled until they meet accepted standards. 


A. Design of Nursery and Physical Facilities 
of the Nursery 


1, MaIn Nursery UNITS 

A standard main nursery unit will consist of an 
anteroom and one or two (but not more than two) 
nurseries proper. It should be located conveniently in 
the maternity unit so that babies may be taken back 
and forth to their mothers without undue travel, and 
preferably away from major traffic areas to reduce po- 
tential contamination. It should always share the ma- 
ternity unit’s relative isolation from non-maternity 
patients and their hazards for infection. 


a. Capacity. The total number of bassinets pro- 
vided should be approximately 15 per cent great- 
er than the total number of beds in the maternity 
unit (so that twins and premature infants may be 
cared for when the unit is operating at capacity) . 

Small nursery units should be provided as they 
limit exposure in case of a disease outbreak and 
impose a desirable pattern of nurse staffing. A 
nursery may not house more than 12 newborns in 
Kansas, and a total of eight is preferred, 

b, Size. A generous provision of space is a neces- 
sity in the nursery. Room must be allowed to per- 
mit a two-foot spacing between bassinets on all 
sides, so that a nurse can conveniently care for one 
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baby without touching anything that pertains to an- 
other, and to minimize air-borne cross infection. 
Hospital construction regulations require a mini- 
mum of 25 square feet per bassinet, but the pro- 
vision of 30 square feet is considered more desir- 
able and a worthwhile investment in safety (par- 
ticularly when premature and full-term newborns 
will be cared for together in the same room). 

c. Design. The design problem revolves around 
the close supervision of a number of babies by a 
limited nursing staff, and includes the necessity 
of “showing” the babies to the public at regular 
intervals. Square nurseries, ranged on either side 
of an anteroom and having glazed corridor walls, 
offer the best solution. Irregular shapes should be 
avoided. A maximum use of glass walls between 
nursery and anteroom is recommended, to extend 
the supervision ofthe nursing staff (a matter of 
particular importance in the case of premature in- 
fants) . 

d. Lighting. Nurseries should have sufficient 
window area to make them livable for the nursing 
staff, and sufficient artificial lighting to provide 20- 
30 foot candles of light in all parts of the room. 
Either incandescent or shaded fluorescent fixtures 
may be used. Particular attention should be given 
to the painting of the walls and ceilings so that 
(1) the illumination is free from glare, and (2) 
the light on the babies is essentially a white light 
which permits easy observation of cyanosis and 
other color changes. 

e. Ventilation, Heating and Air Conditioning. 
Adequate ventilation will perceptibly reduce air- 
borne cross infection in the nursery. There should 
be a minimum of eight complete air changes in an 
hour, and the only practical method of accomplish- 
ing this at all seasons of the year is by the use of 
ducts and fans. Windows should close tightly (and 
if opened in the summer should be tightly screened 
to keep out flies and other insects) . 

Heating should be thermostatically controlled to 
maintain an even temperature of 75° F. in all parts 
of the nursery unit at all times of the year. This 
requirement will frequently necessitate special heat- 
ing devices for the nursery. Such devices should be 
installed and operated as permanent equipment, 
under thermostatic controls, and should not consist 
of informal space heaters that require constant 
supervision. Every nursery room should be pro- 
vided with a large thermometer, hung at the bassi- 
net level, for checking room temperature. Mini- 
mum temperature gradients between floor and ceil- 
ing, which are important for the health and com- 
fort of the nursing staff, will depend on proper air 
circulation and ventilation. 

A relative humidity of 50 per cent is desirable 
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at all times of the year. With certain types of heat- 
ing plants, it may be necessary to evaporate water 
in the nursery to attain this level. A wet-bulb ther- 
mometer should be provided for checking humid- 
ity. 

Air conditioning (cooling) in summer is not 
recommended unless (1) the entire maternity unit 
is cooled, (2) the temperature within the nursery 
rises above 90° F. Newborns have greater resistance 
to steadily unfavorable environmental conditions 
than they do to sudden changes in their environ- 
mental conditions. When the maternity unit is not 
ait conditioned, and nursery temperatures necessi- 
tate some degree of cooling, it is desirable that the 
gradient between the nursery temperature and ma- 
ternity unit temperature not be greater than 10-15° 
F. 


2. THE ANTEROOM 

The anteroom to the nursery proper serves as a 
separation between infants and a public corridor, and 
therefore as a barrier to air-borne contamination. In 
addition, it houses a number of functions important 
to the nursery operation, but vot including direct care 
to the infants. (All infant care should be provided in, 
on, or around the bassinet.) 

The anteroom is the sole corridor between the nurs- 
ery, or nurseries, and the rest of the hospital. Doors 
giving access to the nurseries and to the exterior cor- 
ridor should be lightweight to reduce fatigue and 
glazed in some portion to reduce accidents. All doors 
should be fitted with spring closures and never 
propped open. Visitors’ traffic may be diminished by 
the provision of pass windows so that a physician 
may examine a baby without entering the nursery 
proper. 

Visitors enter the nursery through the anteroom. 
They should at once be confronted with a hand-wash- 
ing basin with non-manual controls and storage space 
for an ample supply of masks and gowns. A hamper 
for used masks and gowns should be provided. 

The anteroom will commonly be used for charts 
and charting. This function requires adequate storage 
space for charts, a flat surface that may be used for a 
desk top, and a chair. 

Infants’ formulas are usually stored in the ante- 
room. The refrigerator, of sufficient size to hold a 24- 
hour supply of formula for all infants, should be 
equipped with a thermometer. 

Bottles and nipples must be cleaned in the ante- 
room before their return to the formula room. A 
sink of adequate size should be provided, and suffi- 
cient flat surface to make bottle washing convenient. 
(Hand-washing and bottle-washing should not be 
combined at the same sink, except in the smallest 
nurseries. ) 


| 
| 
| 
| 
| 
} 
| 
} 
2 
| 
} 
| 


NOVEMBER, 1958 479 


Adequate storage space for general supplies and 
nursery equipment should be provided in built-in 
cabinets. 

Necessary equipment will vary according to the size 
and the nursing procedures of the nursery. A small 
electric sterilizer should be provided. 


3. FORMULA ROOM 

Requirements for the formula room will vary ac- 
cording to the number of infants served. In even the 
smallest hospitals, it is desirable that it be a separate 
room used for no other purpose, unless formulas are 
prepared in the nursery anteroom. 

The location is optional, in the kitchen or nursery 
area, depending upon whether it will be supervised 
by dietary or nursery personnel. Under no circum- 
stances should it be located where there are sick pa- 
tients. 

Design and construction should take into account 
the two functions of the formula room: (1) cleaning 
bottles and nipples returned from the nursery, and 
(2) preparing formula which will go into the clean 
bottles and then be sterilized. The larger the hospital, 
the greater will be the advantage in separating these 
two functions and carefully planning the formula- 
room layout for the greatest efficiency of operation. 
In most hospitals, it is desirable that the apparatus 
for terminal heating of the formula be located in the 
formula room rather than in some distant area. 


4. Suspect UNIT 

The suspect unit is a miniature nursery unit com- 
pletely separate and distinct from the main nursery 
unit. It permits a low threshold of suspicion in the 
main nursery by providing (for any baby suspected of 
infectious disease) alternate quarters that do not 
jeopardize his status on the maternity floor or prohib- 
it his return to the main nursery if suspicions prove 
unfounded, or increase the cost of his care. It should 
never be used for the care of a baby with a diagnosed 
infection, as such children should immediately be re- 
moved from the maternity unit. 

A suspect unit is necessary for the safe operation of 
any nursery whose average daily census is more than 
four babies, and it is highly desirable for smaller 
ones. When, in a small hospital, a suspect nursery has 
not been provided, written plans should be developed 
(and be understood by medical and nursing staff) for 
segregating suspicious infants (1) in their mothers’ 
rooms or (2) in a private room. 

The suspect unit should be located as close as pos- 
sible to the main nursery. It is highly desirable that 
it should share a common glass wall with a nursery 
or a nursery workroom, as this arrangement permits 
a maximum of observation by regular nursery person- 
nel. The unit should consist of an anteroom and a 
nursery proper. The anteroom acts as a separation 


from the corridor and should contain a hand-washing 
basin with non-manual controls, equipment for wash- 
ing and sterilizing bottles and nipples, and storage 
for gowns and masks. The nursery proper should 
contain the bassinets, in a proportion of approxi- 
mately one bassinet for each 12 in the main nursery, a 
hand-washing basin with non-manual controls, and 
oxygen outlets. An allowance of approximately 40 
square feet per bassinet should be made. 

In other particulars, the requirements for environ- 
mental conditions and special equipment are the same 
for suspect units as for main nursery units. 


5. ISOLATION UNIT 

Infants for whom a definite diagaosis of contagious 
disease has been made should be removed permanent- 
ly from the maternity unit. They may receive care in 
pediatric wards, special pediatric nurseries, private 
rooms, or (under exceptional circumstances in very 
small hospitals), in their mothers’ rooms. Such care 
should be physically and functionally divorced from 
care in the main nursery, to the greatest extent possi- 
ble. 


6. PREMATURE NuRSERY UNITS 

In large hospitals the establishment of special nurs- 
ery units for premature infants may offer real ad- 
vantages, by focusing the attention of medical and 
nursing staffs on infants with special needs and by 
favoring desirable nurse staffing patterns. Standards 
for premature nursery units are the same as those 
given previously for the main nursery units, with the 
exception that capacity should not exceed six infants, 
and a minimum of 30 square feet per infant should 
be provided in the nursery proper. Obviously, a pre- 
mature nursery has special needs for electrical and 
oxygen outlets (one each per bassinet or incubator) 
and equipment. 


7. ROOMING-IN UNITS 

The care of mother-and-baby as a unit in the same 
room is considered to offer significant psychological 
advantages to both patients, and, by breaking up the 
concentration of susceptible newborns in central nurs- 
eries, major medical advantages as well. Rooming-in 
care has been used successfully in the largest and the 
smallest hospitals, both old and new. Generally 
speaking, it does not require special facilities over 
and above those usually found. Any room that pro- 
vides 80 square feet may be used for simultaneous 
care of mother and infant. A rooming-in unit should 
not have more than four beds, and in such larger 
facilities a hand-washing basin with non-manual 
controls is a necessity. In new construction, units of 
two two-bed rooms which share a common. nursery 
and anteroom have proved particularly successful. It 
should be noted, however, that only in the smallest 
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hospitals will use of rooming-in obviate the need for 
regular central nurseries and suspect units. There will 
always be premature babies, babies with special med- 
ical and nursing requirements, and babies whose 
mothers reject the whole rooming-in principle. 


8. AccEssorY Rooms 

In addition to the nursery, anterooms, and special 
units previously described, additional rooms may be 
needed, depending upon the size of the maternity 
service and the special requirements of the hospital 
program. Such accessory rooms might include: dem- 
onstration rooms for educating parents in infant care; 
examination and treatment rooms; chart rooms; 
offices for supervisory personnel. In small hospitals, 
many of these functions are grouped together in the 
nursery anteroom, and demonstrations may be given 
in the nursery proper in front of the observation win- 
dow. 


B. Equipment 


1. WASHBASINS 

Each nursery must have a hand-washing basin for 
hot and cold running water, equipped with non-man- 
ual controls and located close to the entrance of the 
nursery. (Elongated nurseries may require two such 
basins to minimize excessive walking by nurses.) 
Each washbasin should be provided with a paper 
towel dispenser, and it is desirable also to provide a 
dispenser for soap or (preferably) one of the bac- 
teriostatic detergents. 


2. BASSINETS 

A bassinet should be provided for each infant, pref- 
erably of the “unit’’ type which provides storage of 
the infant’s individual equipment and supplies. (If 
non-unit bassinets are provided, each infant should 
have a bedside table for his supplies.) 

3. INCUBATORS 

Each nursery must have at least one incubator for 
premature or full-term infants who require special 
environmental conditions. Nurseries serving both 
premature and full-term newborns should ordinarily 
have more. than one incubator, and more than one 
type of incubator. Incubators should carry the seal of 
approval of the Underwriters Laboratory. 


4. RECEPTACLES 

Each nursery should be provided with a covered re- 
ceptacle for soiled diapers, equipped with foot con- 
trols, and with a hamper for soiled linen. 


5. BoTTLe WARMERS 

Each nursery should be provided with a bottle 
warmer. Dry warmers are preferred to the water-bath 
type because the latter require more nursing time (for 
changing: water, keeping water sterile, and keeping 
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water level so low that it does not contaminate the 
nipples). Basins should not be used as warmers. 


6. SCALES 

Each unit should be provided with an accurate 
scales, on a table that may be moved easily from bassi- 
net to bassinet. It is desirable that the table have a 
dispenser or storage for disposable tissues, as the 
weighing platform must be freshly covered for each 
baby. 


7. OxYGEN EQUIPMENT 

a. Oxygen outlets. An oxygen manifold system 
which permits oxygen to be piped into the nursery 
from outside storage conserves the time of nursery 
personnel and reduces traffic through the nursery. 
An allowance of one outlet for each four bassinets 
is desirable, and the outlets should be so located 
that infants receiving oxygen will also be receiving 
a maximum of supervision from the nursery staff. 

b. Oxygen analyzer. An oxygen analyzer is an 
indispensable adjunct to oxygen therapy and should 
be provided in every nursery unit. The accuracy of 
the apparatus should be checked at frequent inter- 
vals with recalibration obtained when necessary. 


8. NON-RECOMMENDED EQUIPMENT 

a. Common bathing, carrying cart and dressing 
tables run counter to the whole theory of individ- 
ual care and should not be permitted in the nurs- 
ery in any form. 

b. Curtains, drapes, and venetian blinds are 
hard-to-clean dust catchers. On corridor windows 
they interfere with supervision of the nursery and 
isolate nursery personnel from the rest of the hos- 
pital. Excessive sunlight may properly be controlled 
with exterior devices. 

c. Cubicle or other partitions within the nursery 
interfere with nursing care and do not significantly 
reduce cross-contamination. They should not be 
installed in new nurseries; when they are present 
in old ones, they should be removed. 

d. Ultra-violet lamps are not effective in control- 
ling cross-infection unless used in great numbers. 
When so used, nursery personnel must wear pro- 
tective devices, and the ozone generated will irri- 
tate the infants’ respiratory epithelium. Such lamps 
should not be installed in new nurseries; when 
they are present in old ones they should be re- 
moved. 


It. Administration of Services to the 
Newborn 


The nursery is a sensitive area in any hospital. It 
caries its patients over the critical first days of life 
and therefore contributes a number of deaths to the 
hospital total. There is always a risk of epidemic dis- 
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ease, attended by unnecessary infant deaths, financial 
loss, and damage to the hospital’s prestige. The risks, 
the morbidity, the deaths, can all be held to a mini- 
mum by provision of a high standard of care. A high 
standard of care will require careful planning and 
organization of the service. 


A. The Hospital Administrator 


The administrator should be aware of the impor- 
tance of the nursery and the necessity of maintaining 
adequate standards there. He should have a good 
understanding of the nursery operation, through at- 
tendance at staff meetings and conferences with the 
nursery personnel. He can, through his position, stim- 
ulate and encourage staff organization, the formula- 
tion of policies and routines, and the development of 
self-impésed rules and regulations. He is responsible 
for personnel policies that contribute to a safe opera- 
tion: health examinations for all nursery personnel 
and, in case of illness, standard procedures that do 
not penalize the worker who reports sick. As the 
chief financial officer of the hospital, he must provide 
adequate funds for maintenance, for purchase of 
necessary equipment, and for education and training 
of nursery personnel. 


B. The Medical Staff 


The medical staff is responsible for the level of 
medical care on the newborn service. Everyone’s re- 
sponsibility is frequently nobody’s responsibility, how- 
ever, and it is essential that the medical staff appoint 
(1) a committee of physicians to concern itself with 
the affairs of the nursery, and (2) a single physician 
to act as the “physician-in-charge,” a person with 
special interest, and of possible special competence, in 
the care of fuil-term and premature infants. 

The Nursery Committee and the designated physi- 
cian should: 

1. Arrange for a formal visit to the nursery at least 
three times weekly to review the status of the babies, 
to confer with nursery personnel, and to determine 
the adequacy of nursing procedures and routines. 

2. Establish a system of calls that will assure the 
immediate availability of a physician in case of emer- 
gencies. 

3. Take responsibility for the enforcement of these 
orders and policies which are concerned with the wel- 
fare of all babies in the nursery, especially those which 
have to do with the management of individual and 
group infections. 

4, Oversee the keeping of proper records, especial- 
ly records of admission, interim, and discharge exami- 
nations. 

5. Report to the staff at reguar intervals on the op- 
eration of the nursery, problems of infant morbidity 


481 


and mortality, recommendations for initiation or 
change of policies, and similar matters. 

To carry out these and other duties, the committee 
and the designated physician must be given sufficient 
authority by the hospital administration and by their 
colleagues on the medical staff. This should include 
authority to act quickly, and, if necessary, drastically, 
in case of an outbreak of epidemic disease. 


C. The Nursing Staff 


The nursing staff is responsible for hour-by-hour 
care of newborns. Maintaining an adequate level of 
nursing care always requires careful and continuous 
planning, which should include: 

1. Simplification of all nursing procedures so that 
they can be carried out with a minimum of time and 
energy. 

2. Making maximum use of special skills, educa- 
tion, and experience, and conversely limiting the re- 
sponsibilities of untrained persons. 

3. Always placing the supervision of the nursery 
under a registered professional nurse with special 
training and experience in the care of full-term and 
premature infants, for each eight-hour period of the 
24-hour day. (The importance of special experience 
and training is such that if a hospital is unable to find 
such nurses, it should make arrangements for ad- 
vanced training for members of its permanent nurs- 
ing staff.) 

4. Provision of an adequate number of nursery 
workers on all shifts, never fewer than the accepted 
minimum of one nurse or auxiliary worker to each 
12 infants. 

5. Recognition that the ideal nursery staff would 
consist entirely of registered professional nurses. 
Those of less-than-professional competence should al- 
ways work under the direct, immediate, and frequent 
supervision of a professional nurse (and such work- 
ers, including student nurses, should not be assigned 
to the nursery without prior orientation) . 

6. Adherence to the principle that all newborns 
should be under close observation at all times. When 
this requirement gives rise to great difficulties, as 
sometimes occurs in small hospitals, it should lead to 
serious consideration of rooming-in techniques. 


IV. Care of Infant Prior to Labor and 
Delivery 


The quality of newborn babies is variable. Some 
arrive healthy, vigorous, and capable of withstanding 
the stresses of a difficult delivery. Others appear to 
be made of less satisfactory material, and are killed 
or permanently damaged by slight degrees of trauma 
or insignificant infections. The factors that determine 
the matter of quality are often within the physician’s 


| 


482 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


control. The baby whose mother has received ade- 
quate, careful medical supervision through her preg- 
nancy has a statistically better chance of being a 
‘‘good” baby than one whose mother has not. 


A. Prenatal Care 


Minimum Standards of Obstetrical Care, available 
from the Kansas Medical Society or the Kansas State 
Board of Health, summarizes what is expected from 
the physician in the area of prenatal care. A number 
of items mentioned have particular significance for 
this person, the unborn baby. 


1. Dierary INSTRUCTION 

“In recent years, many studies have indicated that 
the prenatal diet affects fetal growth and develop- 
ment as well as the course of pregnancy, labor, de- 
livery and the post-partum period. There is conclusive 
evidence that the incidence of prematurity, stillbirths, 
toxemia and congenital defects is markedly higher 
among infants born to mothers whose diets are in- 
adequate than among those of well-nourished wom- 
en.” 


2. RH TYPING 

“The chief value of the Rh determination lies in 
its warning of possible complications in some cases, 
albeit a small number. The physician who is con- 
fronted with an erythroblastotic baby without being 
warned by available laboratory procedures, has not 
performed his full duty to the patient.” Incompat- 
ibilities to the major blood groups (AOB) which 
may produce neonatal jaundice should be kept in 
mind. 


3. SEROLOGICAL TESTING 

“The significance of the serological test is obvious.” 
(A recent upward trend in incidence of congenital 
syphilis is thought to be due to infection or reinfec- 
tion of the mother after a negative serological test in 
early pregnancy. In selected cases, repeating the sero- 
logical test in the middle of the third trimester is 
recommended. ) 


4. PREPARATION FOR BREAST FEEDING 

“Part of the patient’s orientation to pregnancy and 
motherhood should be an enumeration of the advan- 
tages of breast feeding.” It is generally agreed that 
the success or failure of breast-feeding among the 
many “undecided” mothers depends primarily on this 
prenatal orientation. 


B. Prenatal Instruction 


The quality of a baby is influenced favorably when 
his mother understands the meaning of good health 
during pregnancy, and accepts the fact that good 
health will promote her child’s welfare. Understand- 
ing and acceptance are directly related to the amount 


of time the physician will spend in informing, ex- 
plaining, and counseling. A great amount of time is 
required so that in recent years the establishment of 
“classes” for expectant mothers has become an ac- 
cepted procedure. In class or in the physician’s office, 
instruction and discussion should be arranged around 
the following: 

1. The physiology of reproduction. 

2. An explanation of the process of labor and de- 
livery. 

3. Reasons underlying the prevailing system of 
prenatal care. 

4. Special dietary requirements of pregnancy. 

5. The “hygiene of pregnancy’—including emo- 
tional hygiene. 

6. Care of young infants. 

7. Breast feeding. 

8. Medical supervision of the well baby. (A dis- 
cussion of formula preparation is not recommended 
during the prenatal period, as such would tacitly as- 
sume either that the patient was so unmotherly as not 
to want to nurse her baby or so biologically inade- 
quate that she could not.) 


V. Care of the Infant in the Delivery Suite 


No delivery is so normal that its outcome is a 
certainty. The physician in attendance in the delivery 
suite has the total responsibility, both to the mother 
and infant. 


A. Anesthetics and Sedatives 


A plea is made here for the limited use of these 
drugs, as, used in excess, they are injurious to the 
newborn and may cause delay in breathing and some- 
times death. Especially in the case of the premature, 
labor should be conducted with little or (preferably) 
no analgesia. 


B. Conduct of Delivery 


Only the highest degree of obstetrical management 
and skill should be acceptable. The physician in at- 
tendance must assume responsibility for unusual 
trauma to the infant. 


C. Resuscitation 


Almost all problems of resuscitation can be pre- 
vented with minimal use of sedatives and anesthetics. 
A physician need not be an expert at resuscitation if 
he does not care for drugged infants! The following 
principles are important: 

1. Clear airway must be maintained by use of a 
suction bulb or a mechanical suction device. This 
aspiration of the pharynx must be gentle. In the se- 
verely drugged infant, the semi-rigid catheter may 
be needed for aspiration of the trachea—this should 
be employed only by those skilled in its use! 
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2. Oxygen, 100 per cent, should be available, and 
an infant mask with reservoir bag and spring-loaded 
escape valve also. CO, mixtures should not be used 
in resuscitation. 

3. Mechanical resuscitators are not recommended. 

4. Stimulants are usually of little value as the 
anoxic respitatory center is refractory to them. The 
convulsant type drugs (Coramine and Metrazol) do 
not have any place in resuscitation. The following 
may be of some value: 

a. Caffeine and sodium benzoate (intravenously 
or intramuscularly) 3-4 mg. per pound. 

b. Epinephrine (subcutaneously, intramuscular- 
ly, or intravenously) 0.06 to 0.3 cc. (1-5 minims). 

5. Nalline-N-allyl Normorphine (subcutaneously, 
intramuscularly, or intravenously) . One should seldom 
find use, for this drug! It is a specific for those in 
whom morphine or Demerol have been used in excess ; 
it is of no value as an antagonist for other sedative 
type drugs. Doses are as follows: 0.2 mg., preferably 
into umbilical vein. It may be repeated at frequent 
intervals. 

6. The infant laryngoscope and bronchoscope have 
a place only in the hands of skilled personnel. 


D. Appraisal of Physical Status 


A rapid appraisal which concerns itself with color, 
breathing difficulties, and gross defects should be 
carried out at the time of birth. This appraisal does 
not substitute for the complete physical examination 
which should be done within the first 24 hours when 
the infant’s condition has stabilized. 


E. Routine Care in the Delivery Room 


1. Temperature—a heated bed or incubator (turned 
on) should be available to maintain the infant’s tem- 
perature. 

2. The bed or incubator should be constructed to 
allow for tilting for proper drainage from the naso- 
pharynx. 

3. Umbilical cord—this should be clamped or tied 
(under sterile technique). Bands and binders are not 
desirable. 

4, Eyes—the eyes of the newborn should be pro- 
tected with a 1 per cent solution of silver nitrate in 
wax ampules, taken from a dated box. Care should 
be taken that the silver nitrate is later washed out 
with isotonic saline solution. This cannot be ade- 
quately done with a dropperful of saline. 

5. Identification—before infant or mother leave 
the delivery room, adequate identification should be 
attached. 


F. Unusual Deliveries 


Infants who are the products of unusual deliveries 
—i.e., prematures, may require care and attention not 


given above, i.e., incubators, etc. One is referred to 
other sections of this manual or to the standard texts 
for data on the management of such babies. A sec- 
ond physician may be helpful to care for these in- 
fants at the time of delivery. 


G. Transfer to Nursery 


1. This should be accomplished by a route as free 
of contacts as possible. 

2. A movable heated bed and oxygen supply 
should be available if needed. 

3. Records must be sent with the infant. 

4, Transfer (to nursery or mother’s room) should 
be carried out only when the condition of the baby 
and /or the mother permits. 


VI. Infant Care in the Nursery 


After the baby has been received in the nursery 
from the delivery room, there should be a minimum 
of handling and constant awareness of individual 
technique. This has been emphasized previously in 
this manual. He should be treated as if he is poten- 
tially a dangerous source of infection. Many epi- 
demics have their origin in ‘clean nurseries.” 

The baby’s bassinet and equipment constitute in- 
dividual isolation units, so isolation technique should 
be carried out. The hands should be washed before 
and after handling each infant. All infant care should 
be given at the baby’s bassinet. There should be no 
common equipment such as dressing tables, with the 
exception of a common scale which should be cov- 
ered. No common carriers are allowed. 

Exclusion of nursery personnel with infections 
(colds, skin diseases, diarrhea, etc.) should be man- 
datory. 

Daily inspection of each infant for signs of illness 
(skin rash or infection, cyanosis, jaundice, thrush, 
sore buttocks, etc.) is necessary. 

Hand Washing. Hands should be washed before 
and after the care of each baby. This includes hands, 
wrists, and exposed arms, washing to the elbow, es- 
pecially when using porthole type incubators. One 
should wash all areas of the hand, including the area 
between the fingers. Hands should then be rinsed 
completely and dried with paper towels which are 
discarded. Detergents containing hexachlorophene 
should be used. 

Gowns should be worn by all persons in the nurs- 


ery. Short-sleeved gowns are worn by nursery per- 


sonnel, permitting washing to the elbows. Physicians 
entering to examine a single baby should wear long- 
sleeved gowns. An effort should be made to avoid 
contamination of the gowns. Caps are optional. A 
clean gown must be worn by any person entering the 
suspect nursery and discarded before leaving that 
unit. 
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Masks may give a false sense of security and 
therefore are not recommended for individuals such 
as nurses and nurses aides working in the nursery. In- 
dividuals whose duties require only an occasional vis- 
it, such as physicians, laboratory technicians, and floor 
personnel, should wear masks in the nursery. 


A. Care of the Normal Infant 


The most precarious hours of infancy are those 
immediately after birth. The newborn infant must be 
under constant observation. The bassinet of the new 
admission to the nursery should be placed in a posi- 
tion which can be conveniently watched. Signs of ill- 
ness should be quickly observed and reported to the 
physician. 

The following portion of these standards shall deal 
with the individual bedside care of the newborn in- 
fant. 


1. CARE OF THE SKIN 

Care of the skin of the newborn infant is primarily 
given to prevent infection. The more one traumatizes 
the skin in washing, rubbing, and scrubbing, the 
more likelihood of infection. The present consensus 
is that the less done to the skin, the less danger of 
infection. 

a. Cleansing. Vernix caseosa is a natural pro- 
tective coating and should be left on the newborn 
skin. Excess vernix and blood may be removed 
with warm water and cotton for esthetic reasons. 
No surgical gauze should be used. Soap and water 
baths are not recommended during the baby’s hos- 
pital stay. 

b. Care of the buttocks. The buttocks area may 
be satisfactorily cleaned with water. Oil may be 
used in the diaper area only. If used, oil should be 
kept in a sterile glass container at the bedside of 
each infant. 

c. Care of the cord. The cord and umbilical 
area should be carefully kept clean. No dressings 
should be used. 


2. TEMPERATURES 

Separate thermometers should be kept at each 
baby’s bedside. Temperature should be taken on ad- 
mission and at least every four hours until it is sta- 
bilized. Subsequently it may be taken once daily. It is 
felt that axillary temperatures are sufficiently depend- 
able for use in the newborn. Axillary temperatures 
should not vary more than 2 degrees a day, but this 
stabilization may be at any level between 94 to 99 
degrees. 


3. CLOTHING 

Each newborn should wear one piece of cotton 
clothing besides the diaper, and this should consist 
of a gown which opens easily with ties or opens in 
the back. 
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4. WEIGHING 

Infants should be weighed on a scale mounted on 
a portable table. The weighing should be accom- 
plished at the infant’s bedside in a manner which 
will preserve body heat and avoid chilling. Each scale 
pan should be freshly and completely covered for 
each infant. Weight should be taken at birth, or as 
soon after birth as possible, at four days, and upon 
discharge from the nursery, unless otherwise ordered. 
In the event of death of the infant, the infant should 
be weighed before being taken from the nursery. 


5. TRANSPORTATION 

Babies should be carried to the mother individually 
by the nursing staff. Care should be taken by the 
nurse not to contaminate herself on the mother’s bed 
clothing or articles in the mother’s room. 


6. FEEDING 

There are two acceptable methods for feeding of 
the baby, by breast and artificially. Breast feeding is 
more desirable. The process of feeding the baby on 
the breast solidifies good mother-child relationships. 
Formulas, at best, are less than satisfactory substitutes 
for breast feeding. 


a. Breast feeding is a healthful and enjoyable 
experience for both mother and baby. 

1. General considerations. Prenatal and hos- 
pital instruction in breast feeding techniques is 
essential. Demand feeding is recommended for 
the feeding of breast babies in the hospital. 
Breast feeding should be started as soon as 
possible following delivery. Only water or sugar 
water is used as a complementary feeding to 
the breast fed baby. It cannot be determined 
whether the mother’s milk supply will be ade- 
quate during her hospital stay. It is suggested 
that one wait several weeks with a baby on breast 
before absolutely determining the adequacy of 
any nursing breast. The attitude of the mother 
always guides her physician in choosing breast 
feeding or artificial feeding, but her feelings 
can be diplomatically altered by a few choice 
words from her physician. 

2. Techniques. Inexperienced mothers will 
need to be instructed in the techniques of breast 
feeding by an experienced and sympathetic 
physician and nurse. It is most important that 
the mother and the baby be comfortable during 
breast feeding. An empty breast is the best stimu- 
lus to the production of more breast milk. There- 
fore, manual expression of the breast should be 
taught before the mother leaves the hospital. 

3. Care of the breast. Soft, absorbable breast 
coverings should be used between breast feedings 
to absorb excess milk. These coverings should 
be sterile. Caked milk may be removed with 
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sterile cotton and water. Antiseptic solutions 
should not be used on the breast. No routine 
medications or ointments are necessary in the 
care of the normal nipple. Boric acid is danger- 
ous and should not be kept in the nursery for 
any purpose, and particularly not for wash- 
ing breasts. Hand washing of the mother before 
receiving a baby for feeding is essential. The 
breast should be washed with warm water once 
daily. 

4. Collection of breast milk. Breast milk may 
be expressed by the mother if for any reason the 
child cannot nurse and the mother wishes to 
maintain her milk supply. The manual method 
of expression of the breast milk is to be pre- 
ferred; however, hand pumps and electrical 
breast pumps are available. 

Collected breast milk should be sterilized. 
b. Artificial feeding. It is important that all 

bottle-fed babies should be taken to the mother’s 
bedside and fed by them. Here again it is unneces- 
sary to adhere to a strict schedule. Propping of 
bottles should never be permitted. 

1. Milk mixtures. The physicians should write 
orders for milk mixtures and any changes in 
them. One or two stock formulas should be 
agreed upon by the medical staff, and special 
milk mixtures should be ordered only for a good 
cause. 

2. Formula preparation. The layout of the 
formula room has been previously discussed. 
All milk mixtures and sterile water should be 
prepared in the formula room. 

a. One individual nurse or dietitian should 
be assigned as supervisor of the formula 
room. She should preferably have training in 
formula preparation and sterilization proce- 
dures. 

b. Used bottles, caps, and nipples should 
be cleaned in the nursery before being re- 
turned to the formula room. (Bottles, caps, 
and nipples from suspect nurseries, or from 
the pediatric nursery, should be washed 
thoroughly and boiled before being taken to 
the formula room.) “) 

c. In the clean-up section of the formula 
room, again the bottles, caps, and nipples 
must be thoroughly washed with a detergent. 
A brush must be used to clean the inside of 
the bottles. Nipples should be inverted. Nip- 
ples must be boiled five minutes. 

d. In another section of the formula room, 
the milk mixtures are prepared, using clean 
but not aseptic technique. The two sections, 
that is the clean-up and the preparation sec- 
tions, should be separate and apart from each 


other. The bottles, nipples, and caps are filled 

with milk, then placed on metal racks where 

terminal sterilization is done. The bottle caps 
should not form a tight seal around the 
shoulder of the bottle or nipple. 

e. Sterilization of the formula is accom- 
plished by terminally heating, either at pres- 
sure at 230 degrees F. for ten minutes or by 
the non-pressure method of steam or water, 
at 212 degrees F. for 25 minutes. 

f. The formulas are cooled at room tem- 
perature for one hour and then placed in a 
refrigerator maintained at 40 to 45 degrees F. 
3. Delivery of milk mixtures. The 24-hour 

supply of milk mixtures should be brought to 
the nursery from the formula room. 

4. Storage of milk mixtures. Milk mixtures 
should be stored in a refrigerator used only for 
this purpose with a thermometer regulating a 
controlled temperature of 40 to 45 degrees. 

5. Warming of milk mixtures. Care should 
be taken not to contaminate the nipples by filling 
the water up too high. No bottles should be 
warmed in the laboratory basin. 

6. The formula is inspected at periodic inter- 
vals by bacteriological survey. It is preferable 
to have bacteria counts on random samples of 
milk, not to exceed 25 organisms per cc. 

7. Drinking water. It is recommended that 
plain sterilized tap water, kept at room tempera- 
ture, be offered once or twice daily, if necessary, 
to irritable babies. The handling of sterile water 
is similar to that of milk, as described above. 

8. Feeding records are kept of the infant's 
diet as to the amount taken and the method of 
feeding. 

7. SUPPLIES 

The nurse in charge of the nursery should daily 
check equipment and suppiies to insure proper work- 
ing of the mechanical equipment and see that ade- 
quate amounts of supplies are present for the 24-hour 
period. 

The following items are necessary at the infant's 
bedside or nearby: 

1. Bulb syringe or suction device. 

2. A supply of oxygen and apparatus for immedi- 
ate administration. 

3. An incubator. 

4. Sufficient clean linen delivered to the nursery 
for at least one eight-hour shift. No unlaundered gar- 
ments should be used. Garments marked with aniline 
dyes should be laundered before being used in the 
nursery. 

8. CLEANING THE NURSERY UNIT 


No dry dusting or cleaning should be allowed in 
the nursery unit. Furniture, equipment, walls and 
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floors should be washed or wet mopped by house- 
cleaning personnel, not nurses. This personnel should 
wear gowns and masks while cleaning. The daily 
cleaning should be timed so as to coincide with nurs- 
ing periods when most of the infants are out of the 
nursery. 


9. CARE OF SOILED LINENS 

Soiled diapers should be placed in a special diaper 
can. This should be separate from the hamper used 
for soiled clothing and bed linen. Diapers should 
never be rinsed by nursery personnel or in the nursery 
proper. 

The soiled linen should be collected twice daily, at 
least. The linen hamper and diaper can should be 
placed outside the nursery for collection. Diapers and 
soiled linens should be taken to the laundry before 
being removed from their respective bags. 

Diapers and soiled linens should be washed sepa- 
rately from other hospital linens. Garments should be 
kept soft and free from irritating substances such as 
strong soap or chemicals. Rules for laundering, such 
as sterilization, preferably by autoclave, and delivery 
to the nursery are matters of hospital policy; how- 
ever, one is referred to the Manual of Operations, 
published by the American Hospital Association, 18 
East Division Street, Chicago 10, Illinois. 


B. Care of the Premature Infant 


A premature infant is any infant born alive with a 
birth weight of 51/4 pounds (2,500 grams) or less. 
These infants have certain characteristics which put 
them aside from the normal infant. These special 
characteristics will be stressed, and specific recom- 
mendations are made to circumvent these inherent 
deficiencies. 


1, EXAMINATIONS 

The private physician who is responsible for care 
of the premature infant should see the infant im- 
mediately upon admission. A detailed examination 
should be performed and recorded, preferably in the 
incubator, by the end of the first 24 hours. 

The nursery supervisor should focus close, im- 
mediate attention upon all new premature infants. 

Early treatments, weighing, and handling should 
be kept at a minimum in an effort to avoid undue 
fatigue and exposure. 


2. CLOTHING 
It is recommended that only a diaper be worn by 
premature infants to facilitate close observation. 


3. INCUBATORS 

There are two general types of incubators: (1) the 
circulating type, in which there is forced air circula- 
tion inside the incubator, and (2) the convection 


type in which the air is circulated by convection cur- 
rents, the heating unit being open at one end of the 
incubator. 

Each small infant and many larger infants will re- 
quire incubator care. 

Incubator temperatures should be kept from a high 
of 94 degrees for a small infant to 85 degrees for 
larger infants. The incubator temperature should be 
kept steady or constant. 

The relative humidity should be kept at 65 per cent 
at least, preferably 100 per cent for infants under 
1,800 grams and for infants in more than 40 per cent 
oxygen. 

As the infant grows and his temperature becomes 
stabilized, the temperature and humidity of the incu- 
bator may be gradually changed towards 85 degrees 
and room temperature. As these conditions are met, 
the infant may be dressed and removed to an un- 
heated crib. 

In view of the prevalence of staphylococcal infec- 
tions in hospitals, it is recommended that the air in- 
take and outflow of circulating incubators be con- 
nected directly to outside air. This practice serves to 
isolate this infant from the nursery. 


4, TURNING 

Most small infants, whether they be in an incu- 
bator or not, should be placed on the abdomen and 
turned from side to side at frequent intervals. This 
enhances removal of the amniotic fluid and mucus 
from the upper respiratory passages. The nose and 
throat may be suctioned gently with a soft rubber 
bulb as often as fluid seems to collect. 


5. WEIGHING 

Premature infants should be weighed as soon after 
birth as their condition permits. However, this may 
be postponed if the infant’s condition is precarious. 
In event of the death of the infant, he should be 
weighed before leaving the nursery. Infants need be 
weighed only every four to five days. 


6. TRANSPORTATION OF PREMATURES 

Many premature infants 41/4, pounds and over may 
be transmitted to their mothers for breast feeding if 
particular care is exercised in the process. Premature 
infants may be transferred to x-ray, in incubators with 
movable oxygen, for diagnostic studies. 


7. FEEDING 
Breast feeding may be utilized in older premature 
infants, as indicated above. However, in many instan- 
ces it may be advisable to express the breast milk 
manually and, after sterilization, feed it to the baby 
with a nipple, until the time arrives when the child is 
vigorous enough to nurse at the breast. 
a. When to begin feeding. Opinion varies as to 
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the proper time for the first feeding. However, 
there is a tendency to postpone the beginning of 
feeding of premature infants. This is due to the 
high death rate in the first 24 hours and to the 
fact that few premature infants have been demon- 
strated to die of starvation or dehydration, despite 
the fact that 70 per cent of them die within the 
first 48 hours. The feeding of smaller moribund in- 
fants may be delayed as long as four days. If the 
infant’s condition is serious, each feeding induces 
extra hazards of vomiting and aspiration. There- 
fore postponed institution of the first feeding to at 
least 24 hours in prematures is advisable. The first 
feeding should consist of sterile water or glucose 
solutions. 


b. Method of feeding. 

1. Gavage feedings should be given only by 
a nurse who is trained and experienced in its 
use. Many prefer the utilization of a polyethy- 
lene catheter of 0.05 mg. internal diameter, in- 
serted through the nose and into the upper 
stomach by the physician and left there for 
three to seven days for feeding by glass syringe. 

2. However, a small soft nipple may be used, 
and it is the safest of all methods of feeding. 

3. Breck feeders, which force the feeding into 
the baby’s mouth, are dangerous and should not 
be used. 

4. On occasion, cup feeding may be advan- 
tageous. 

c. Feeding techniques. The infant should be 
supported or held in a semi-reclining position dur- 
ing each feeding period, and the bottle must always 
be held, never propped. Infants receiving oxygen 
must be fed in the incubator. No bottle feeding 
should be prolonged longer than 20 minutes. 

d. Milk mixtures. In general, the type of food 
does not determine whether the premature infant 
will survive, but it does determine to some extent 
the rate and composition of his growth. Long 
pediatric experience and laboratory studies show 
that easy digestion, satisfactory growth, and reduc- 
tion of the excretory load occur with the relatively 
low electrolyte and nitrogen content of human 
milk. Cow’s milk mixtures have high retention of 
nitrogen, calcium, phosphorus, and presumably 
other electrolytes and may increase growth per 
calories fed but induce a larger renal load. 

e. Vitamin mixtures. It is recommended that 
800 units of Vitamin D, 4,000 units of Vitamin A, 
and 40 mg. of Vitamin C be supplemented to all 
premature infants at about one week of age. These 
vitamin mixtures may be sterilized by the terminal 
method after being added to the milk. The use of 


iron is of little demonstrated value before six 
weeks of age. 

f. Caloric requirements. The amount of food re- 
quired will vary, depending upon the age, weight, 
and condition of the infant. In general more mis- 
takes are made by feeding too much too often rath- 
er than by too little too late. Excessively large 
feedings may lead to aspiration. It is recommended 
that feedings be 40 calories per pound (or 80 cal- 
ories per kilogram) per day by the end of the first 
week, and 60 calories per pound (125 per kilo) by 
the end of the second week. Fluid requirements 
after the first week will be satisfied with approxi- 
mately 120 to 140 cc. per kilogram for each 24 
hours, after the first few days of life. 

g. Frequency of feedings. To avoid over-disten- 
tion, the interval between feedings should usually 
be shortened in smaller infants. Infants under the 
weight of two pounds, or 1,000 grams, may be fed 
every two hours; those under three pounds, or 
1,350 grams, may be fed every three hours; those 
of about four pounds (or above 1,800 grams) may 
be fed every four hours. 


8. TREATMENT OF PREMATURE INFANTS 
It is not the purpose of this document to discuss 


the treatment of illness. However, there are some 
special considerations for the premature infant that 
fall under this treatment heading. 


a. Oxygen is a drug and should not be used 
routinely for prematures. Some premature infants 
require an atmosphere of oxygen concentration at 
40 per cent, as determined by direct oxygen analy- 
sis. Concentrations even in the 25 to 30 per cent 
range should be used no longer than absolutely 
necessary. 

Direct analysis should be done every four hours, 
or more frequently. Orders for oxygen should be 
given in percentage and not in liters, per minute. 
When the infant is to be removed from oxygen, 
there is probably no advantage in removing him 
gradually. Oxygen concentrations above 40 per 
cent should be used only in emergency and should 
be accompanied by 100 per cent humidity if possi- 
ble. 

b. Vitamin K should be given to all premature 
infants, although its value is open to question. 
Dosage is limited to 1 mg. Large doses produce 
kernicterus. 

c. Respiratory stimulants. There is little justifi- 
cation for the use of respiratory stimulants such as 
alpha-lobaline, Coramine, or Metrazol. In rare in- 
stances weak premature infants may benefit from 
a general stimulant such as caffeine and sodium 
benzoate, in single dose, or repeated doses of 3 
mgs., or 1/20th gr. per pound of body weight in- 
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tramuscularly. Physical stimulus is superior to 
medicinal stimulus. 

d. Transfusions. It is physiological for the pre- 
mature infant to have a low blood count after 
several weeks of life. However, if the hemoglobin 
falls below 7 or 8 gms., one should consider trans- 
fusion. Transfusion may give a general non-specific 
boost to the infant’s well-being in addition to the 
effect of a rise in blood count. 


9. GOING HOME INSTRUCTIONS 

No premature infant should be discharged until 
he has demonstrated an ability to thrive under condi- 
tions existing at home. On the average, discharge 
weight is 51/, pounds (or 21/, kilograms). The con- 
dition of the individual infant, the maternal ability, 
the breast milk supply, etc., may permit an earlier or 
dictate a later discharge. 

The local public health nursing agency or a visiting 
nurse may be of great value in determining the time 
of discharge and preparing the mother for reception 
of her growing premature infant. She should be avail- 
able to demonstrate to the mother the actual care of 
the infant in the home, as directed by the infant's 
physician. She may make repeated visits, depending 
upon the circumstances in each case. The parents 
should receive instructions in the hospital regarding 
the care of the infant, by demonstration and by par- 
ticipation, according to the policies of each particular 
hospital medical staff. 

It is essential that the premature infant receive 
regular medical supervision throughout the first year 
of life. Visits to the physician should be made at 
monthly intervals during this first year and the plan 
should include an ophthalmological examination for 
the smaller infant. 


C. The Infant with Infection 


The regular nursery is designed and equipped for 
the care of normal non-infected babies. Procedures 
for the removal of potentially infected babies or the 
admission of potentially infected babies should be 
formulated, as recommended in the following dis- 
cussion. 


1. Suspect NURSERY 

A separate unit or nursery, previously described in 
this publication, should be provided for those infants 
suspected of having or developing an infectious con- 
dition. Babies who are put into the suspect nursery 
fall into the following categories: 

a. Infants suspected of having an infectious con- 
dition such as those who have developed loose 
stools, fever, mouth or skin lesions. 

b. Infants born outside the hospital. These in- 
fants may be kept in the suspect nursery; if no ill- 
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ness is noted within 48 hours, the baby may be 
transferred to the regular nursery. 

c. Infants of mothers who are ill with diarrhea, 
who are delivered while having diarrhea or respi- 
ratory infections, or who develop infectious diseases 
while in the hospital. 

d. Infants having been subjected to ritual cir- 
cumcision. 


The babies mentioned above may be roomed-in 
with their mothers or transferred to the pediatric 
ward as an equal alternative to the operation of a 
Suspect nursery in a small hospital, depending upon 
hospital policies. 

The nurse on duty should be authorized to trans- 
fer babies to suspect nursery pending a decision con- 
cerning the infectiousness of the infant by the staff 
physician in charge of the infant's care. 

Nursery personnel may be designated to care for 
these infants in the separate nursery but must rigidly 
adhere to isolation technique. Gowns and masks and 
hand washing should be performed upon entering 
and upon leaving the suspect unit. 


2. ISOLATION 

Procedures for isolation should be provided for 
newborn infants in whom a definite diagnosis of in- 
fection has been made. After a diagnosis of infection 
has been made, these infants must be transferred to 
another section of the hospital, either to the pediatric 
ward or to a private room. (Infants who have been 
isolated should never be returned to the regular nurs- 
ery.) 

An epidemic may be defined as three or more cases 
of the same disease occurring in a nursery within a 
two-week period. Epidemic diseases which occur most 
frequently in the newborn unit are diarrheal diseases, 
skin infections, mouth infections, and respiratory in- 
fections. By far the most serious of these are diarrhea 
and infections caused by the 80-81 strain of staphy- 
lococcus by phage typing. Reporting of this disease to 
the Kansas State Board of Health is mandatory. 

Prevention of epidemics depends upon careful at- 
tention to techniques of infant care. The occurrence 
of an epidemic is almost certain evidence of a break 
in technique. Such an epidemic calls for immediate 
and drastic action by all persons concerned. 

If two or more cases of any infectious disease, even 
a mild one, occur simultaneously in the nursery, this 
is a warning signal of a serious break in technique 
and should be promptly reported to the Nursery Com- 
mittee of the hospital staff and the Committee of 
Hospital Infections. The following basic principles 
should be immediately put into effect: 

a. Immediate transfer of infected infants for 
treatment to an appropriate isolation unit outside 
the maternity service. 
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b. Closing of the infected nursery to new ad- 
missions until all current patients have been dis- 
charged. 

c. Establishment of a clean nursery with separate 
personnel for new admissions. 

d. Thorough investigation of the source of the 
infection. This includes personnel, patients, form- 
ula room, nursery technique, laundry, sterilizing 
equipment, plumbing, etc. 

e. Elimination of the source of infection and 
establishment of appropriate measures to prevent 
occurrences. 

f. A thorough cleaning of the infected nursery 
before opening it to new patients. 

g. Examination of babies recently discharged 
from the nursery. 


VII. Education of Parents 


Adequate education of both parents is important 
for full physical and emotional growth of babies. A 
comfortable, happy, healthy infant is the product of 
healthy, emotionally stable parents. 


A. Prenatal Education 


Obviously this education must begin early in the 
pregnancy with interviews with the attending physi- 
cian who will recommend reading material and pre- 
natal classes if such are available. (See previous sec- 
tion on Prenatal Care.) 


B. Education in the Hospital 


Lying-in mothers are a captive audience who are 
eager for any information about babies. The physician 
or the medical staff and the hospital staff have joint 
responsibility for this phase of parent education. 
Much of this education will automatically be accom- 
plished if rooming-in is carried out. Much of the fol- 
lowing information will depend on the ideas of the 
individual physician but should be included in the 
education while in the hospital: 


1. FEEDING 

Whether feeding is to be accomplished by breast 
or by artificial means, it is recommended that a de- 
mand routine be followed. One should caution 
against too frequent feedings, however, and rarely 
should the interval be less than two hours. 

a. Breast. The mother, should be informed as to 
the value of such feeding, should be shown the 
technique of feeding the infant at breast, and the 
art of manual expression of milk. She should be 
schooled in the essentials of the diet and fluid needs 
for the breast feeding mother. 

b. Artificial. Mothers should be shown the 


proper method of terminal sterilization of formula. 
Techniques of feeding and holding the infant 
should be demonstrated. 
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2. SKIN CARE 

Mothers should be adequately informed on this 
matter, and this should include demonstrations of 
the bath and care of the skin. 


3. CLOTHING 

The type of clothing, loose fitting and of light 
weight cotton with ties, should be discussed and 
might be demonstrated. The diaper, its care and 
actual pinning on the infant, should be shown. Many 
mothers are anxious to know about recommended 
laundry methods for care of clothing. 


4. BOWEL Hapirs 

The infant’s elimination is a constant source of 
worty to the new mother. Much needless anxiety can 
quickly and easily be removed with a few well chosen 
comments. 


5. DiscHARGE EXAMINATION 

It is recommended that this be carried out in the 
mother’s room as this may provoke many ques- 
tions and relieve much parental anxiety. It would 
also be wise, if possible, to place the infant in the 
mother’s room for a period of six to eight hours 
before discharge. 


6. THE HANDICAPPED INFANT 

A handicapped baby will require much more help 
from parents, physician, and hospital staff. Such par- 
ents must be supported adequately and should be re- 
ferred and reported to public agencies that deal with 
the handicapped. 


C. Education after Discharge 


Follow-up care in the state of Kansas in most in- 
stances will be that of the attending physician. In 
selected cases (first babies and those requiring special 
care), further education and help may be available, 
in certain areas, by referral to the Public Health 
Nursing Service. In such instances the public health 
nurse will act under the attending physician and ex- 
pect to receive instructions from him. 


VIII. Records and Statistics 


Some orderly system of information concerning 
each infant is necessary, and this is the responsibility 
of the attending physician and nursing staff. Just as 
important as the record itself are the analysis and 
comparison of data from such. 


A. Necessary Records 


1. PHYSICIANS’ RECORDS 
Physicians’ records should consist of the following: 
a. Mother’s history. A brief résumé of the fam- 
ily history, the mother’s pregnancy, serological test 
for syphilis, Rh status, analgesia, anesthesia, length 
of labor, and type of delivery should accompany 
the newborn infant’s record. A report of the moth- 
er’s chest x-ray is desirable. 


. 
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b. The infant’s record should include: 

1. Physical examination and medical evalua- 
tion soon after birth. 

2. Progress notes as indicated to record and 
evaluate the course. 

3. Complete physical examination prior to 
discharge. 

4. Final diagnosis according to the Standard 
Nomenclature of Diseases and Operations. 


2. Nurses’ REcorDs 
The nurses’ record should show the following: 

a. Immediate reactions after birth and delivery 
room care. 

b. Temperature. 

c. Weight. 

d. Time of first urination. 

e. Number, character, and consistency of stools. 

f. Feeding, breast or artificial, amount taken, 
and reactions to feeding. 

g. Unusual signs or symptoms. 


B. Record Forms 


Many types of records are available; one is referred 
to the American Academy of Pediatrics publication, 
Hospital Care of Newborn Infants, for samples of 
such records. 


C. Statistical Analysis 


The responsibility of the medical and hospital 
staffs does not cease with the keeping of adequate 
records. Data concerning infant morbidity and mor- 
tality must be compiled, and this must be presented to 
the staff regularly for criticism and evaluation of the 
work done. 


1. MortTALity DATA 
Mortality data should be collected in the two 
groups as listed below: 
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a. Perinatal mortality. Defined as including all 
deaths from stillborns beyond 20 weeks gestation 
and liveborn who expire within the first seven days 
of life. 

b. Mortality according to birth weight groups as 
follows: * 


Metric English 

500 gm. or less 1 lb. 1 0z. or less 
501 gm. to 1000 gm. 1lb. 20z.to 2lb. 30z. 
1001 gm. to 1500 gm. 2 lb. 40z.to 
1501 gm. to 2000 gm. 3 lb. Soz.to 60z. 
2001 gm. to 2500 gm. 4lb. 70z.to Slb. 8 0z. 
2501 gm. to 3000 gm. 5 lb. 9o0z.to 6lb. 9oz. 
3001 gm. to 3500 gm. 6 lb. 10 oz. to 7 Ib. 11 oz. 
3501 gm. to 4000 gm. 7 Ib. 12 oz. to 8 Ib. 13 oz. 
4001 gm. to 4500 gm. 8 lb. 140z. to 9 Ib. 1402. 


4501 gm. to 5000 gm. 9 Ib. 15 oz. to11 lb. 0oz. 


2. COMPILATION OF DATA 

When the data is available it should be presented 
to the medical and hospital staffs with the following 
points in mind: 

a. Comparison of statistics with those available 
—i.e., those from the hospital from previous such 
studies; those from other hospitals; those which 
are available from state and national studies. 

b. Presentation and frank criticism of problem 
cases with recognition of inadequacies in medical 
management, nursing care, and hospital facilities. 

c. Immediate correction of any deficiencies 
which become obvious through the above analysis 
and presentation. 


* Recommendations for Developing Comparable Statistics 
on Prematurely Born Infants and Neonatal Mortality (Joint 
Statement of Public Health Conference on Records and Sta- 
tistics, Association of Maternal and Child Health and Crip- 
pled Children Directors, Children’s Bureau, National Office 
of Vital Statistics—Dec. 1950). 


dom is to survive. 


The miracles of modern science are not created by one brain and one 
pair of hands. We need broad financial support, teamwork and the spirit 
of friendly competition. We need the spirit of World War II. . . . The 
present emergency is even greater. The response must be greater if free- 


—Edward Teller 


Care of the Newborn 


Definitions, Laws, and Regulations in Kansas 


I. Definitions 


A. Live Birth 


Live birth is the complete expulsion or extraction 
from its mother of a product of conception, irrespec- 
tive of the duration of pregnancy, which, after sep- 
aration, breathes or shows any other evidence of life, 
such as beating of the heart, pulsation of the umbili- 
cal cord, or definite movement of voluntary muscles, 
whether or not the umbilical cord has been cut or 
the placenta is attached; each product of such a birth 
is considered live born.” (International Classification 
of Diseases, 1955 Revision, World Health Organiza- 
tion.) 


B. Foetal Death (Stillbirth) 


“Foetal death is death prior to the complete expul- 
sion or extraction from its mother of a product of con- 
ception, irrespective of the duration of pregnancy; the 
death is indicated by the fact that after such separation 
the foetus does not breathe or show any other evidence 
of life, such as beating of the heart, pulsation of the 
umbilical cord, or definite movement of voluntary 
muscles.” (International Classification of Diseases, 
1955 Revision, World Health Organization.) (At 
present, the Kansas law defines stillbirth as follows: 
“Stillbirth means a birth after 20 weeks gestation, 
which is not a live birth.” A revision of the Kansas 
law defining stillbirth is planned which will change 
the basis of reporting stillbirths from 20 weeks ges- 
tation to 1 pound or 450 grams.) 


C. Perinatal Death 


A perinatal death is a death of a live born child 
within the first seven days of life or the death of a 
foetus who has reached the weight of 500 grams. 


D. Infant Death Rate 


Infant death rate is the number of infant deaths 
per 1,000 live births. 


E. Neonatal Death Rate. 


Neonatal death rate is the number of neonatal 
deaths per 1,000 live births. 


F. Foetal Death Rate 


Foetal death rate (stillbirth death rate) is the num- 
ber of stillbirths per 1,000 reported total births. 


G. Perinatal Death Rate 


Perinatal death rate is the number of perinatal 
deaths per 1,000 total births. 


II. Laws and Regulations 


A. Birth Registration 


1. Laws 

65-2401. Uniform Vital Statistics Act. Definitions. 
As used in this act: (1) ‘Vital statistics’ includes the 
registration, preparation, transcription, collection, 
compilation, and preservation of data pertaining to 
birth (adoption, legitimation), death, stillbirth, mar- 
riage, divorce, and data incidental thereto. (2) ‘Live 
birth” means the birth of a child who shows evidence 
of life after the child is entirely outside the mother. 
(3) “Stillbirth” means a birth after twenty (20) 
weeks gestation which is not a live birth. (4) “Dead 
body” means a lifeless human body or such parts of 
the human body or the bones thereof from the state 
of which it reasonably may be concluded that death 
recently occurred. (5) “Person in charge of inter- 
ment” means any person who places or causes to be 
placed a stillborn child or dead body or the ashes, 
after cremation, in a grave, vault, urn or other recep- 
tacle, or otherwise disposes thereof. (6) “Board” 
means the state board of health. [L. 1951, ch. 355, 
§ 1; June 30.} 

65-2402. Duties of state board of health. The state 
board of health shall: (1) Establish a division of 
vital statistics with suitable offices properly equipped 
for the preservation of its official records. (2) Main- 
tain a complete cross-index on all records filed under 
the provisions of this act. (3) Install a state-wide 
system of vital statistics. (4) Make and may amend, 
after notice and hearing, necessary regulations, give 
instructions and prescribe forms for collection, tran- 
scribing, compiling and preserving vital statistics. (5) 
Enforce this act and the regulations made pursuant 
thereto. [L. 1951, ch. 355, § 2; June 30.} 

65-2409. Compulsory registration of births. Within 
the time prescribed by the board a certificate of every 
birth shall be filed with the local registrar of the dis- 
trict in which the birth occurred, by the physician, 
midwife, or other legally authorized person in attend- 
ance at the birth; or if not so attended, by one of the 
parents. [L. 1951, ch. 355, § 9; June 30.} 

65-2410. Local registrar to prepare birth certificate. 
If neither parent of the newborn child whose birth is 
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unattended as above provided is able to prepare a 
birth certificate, the local registrar shall secure the 
necessary information from any person having knowl- 
edge of the birth and prepare and file the certificate. 
The board shall prescribe the time within which a 
supplementary report furnishing information omitted 
from the original certificate may be returned for the 
purpose of completing the certificate. Certificates of 
birth completed by a supplementary report shall not 
be considered ‘‘delayed’”’ or “altered.” [L. 1951, ch. 
355, § 10; June 30.} 

65-2411. Registration of foundlings; foundling re- 
port. (1) Whoever assumes the custody of a child of 
unknown parentage shall immediately report to the 
local registrar in writing: (a) The date and place of 
finding or assumption of custody; (b) sex, color or 
race, and approximate age of child; (c) name and 
address of the person or institution with whom the 
child has been placed for care, and (d) name given 
to the child by the finder or custodian. (2) The place 
where the child has been found or custody assumed 
shall be known as the place of birth and the date of 
birth shall be determined by approximation. (3) The 
report shall constitute the certificate of birth. (4) If 
the child is identified and a regular certificate of birth 
is found or obtained, the report shall be sealed and 
filed and may be opened only by court order. [L. 
1951, ch. 355, § 11; June 30.} 

65-2412. Registration of deaths and stillbirths. A 
certificate of every death or stillbirth shall be filed 
with the local registrar of the district in which the 
death or stillbirth occurred within three (3) days 
after the occurrence is known; or if the place of death 
or stillbirth is not known then with the local registrar 
of the district in which the body is found within 
twenty-four (24) hours thereafter. In every instance 
a certificate shall be filed prior to interment or other 
disposition of the body. [L. 1951, ch. 355, § 12; 
June 30.} 

65-2413. Death and stilibirth certificates. (1) The 
funeral director or person in charge of interment 
shall file with the local registrar of the district in 
which the death or stillbirth occurred, or the body 
was found, a certificate of death or stillbirth within 
three (3) days after the occurrence. (2) In preparing 
a certificate of death or stillbirth the funeral director 
or person in charge of interment shall obtain and 
enter on the certificate the personal data required by 
the board from the persons best qualified to supply 
them. He shall present the certificate of death to the 
physician ‘ast in attendance upon the deceased or to 
the coroner having jurisdiction who shall thereupon 
certify the cause of death according to his best knowl- 
edge and belief. He shall present the certificate of 
stillbirth to the physician or other person in attend- 
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ance at the stillbirth, who shall certify the stillbirth 
and such medical data pertaining thereto as he can 
furnish. (3) Thereupon the funeral director or per- 
son in charge of interment shall notify the appro- 
priate local registrar, if the death occurred without 
medical attendance, or the physician last in attend- 
ance fails to sign the death certificate. In such event 
the local registrar shall inform the local health officer 
and refer the case to him for immediate investigation 
and certification of the cause of death prior to issuing 
a permit for burial, cremation or other disposition of 
the body. When the local health officer is not a physi- 
cian or when there is no such officer, the local regis- 
trar may complete the certificate on the basis of infor- 
mation received from relatives of the deceased or oth- 
ers having knowledge of the facts. If the circumstanc- 
es suggest that the death or stillbirth was caused by 
other than natural causes, the local registrar shall 
refer the case to the coroner for investigation and 
certification. [L. 1951, ch. 355, § 13; June 30.] 

65-2414. Delayed determination of cause of death. 
If the cause of death cannot be determined within 
three (3) days, the certification of its cause may be 
filed after the prescribed period, but the attending 
physician or coroner shall give the local registrar of 
the district in which death occurred, written notice 
of the reason for the delay, in order that a permit 
for the disposition of the body may be issued. [L. 
1951, ch. 355, § 14; June 30.} 

65-2415. Form of certificates. The forms of certifi- 
cates shall include as a minimum the items required 
by the respective standard certificates as recommended 
by the national office of vital statistics subject to ap- 
proval of and modification by the board. The form 
and use of such certificate shall be subject to the pro- 
visions of section 23 [*}. [L. 1951, ch. 355, § 15; 
June 30.} 

65-2416. Certificates as evidence. Certificates filed 
within six (6) months after the time prescribed there- 
for shall be prima facie evidence of the facts therein 
stated. Data therein pertaining to the father of a 
child are prima facie evidence only if the alleged fa- 
ther is the husband of the mother; if not, the data 
pertaining to the father of a child are not evidence in 
any proceeding adverse to the interests of the alleged 
father, or of his heirs, next of kin, devisees, legatees 
or other successors in interest, if the paternity is con- 
troverted. [L. 1951, ch. 355, § 16; June 30.} 

65-2422. Disclosure of records. (1) The records 
and files of the division of vital statistics are open to 
inspection, subject to the provisions of this act and 
regulations of the board; but it is unlawful for any 
officer or employee of the state to disclose data con- 


* Comparable section referred to in the Uniform Vital 
Statistics Act appears herein as § 65-2422. 
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tained in vital statistical records, except as authorized 
by this act and the board. (2) Disclosure of illegiti- 
macy of birth or of information from which it can 
be ascertained, may be only upon order of a court in a 
case where such information is necessary for the de- 
termination of personal or property rights and then 
only for such purpose. (3) The state registrar shall 
not permit inspection of the records or issue a cetti- 
fied copy of a certificate or part thereof unless he is 
satisfied that the applicant therefor has a direct inter- 
est in the matter recorded and that the information 
therein contained is necessary for the determination 
of personal or property rights. His decision shall be 
subject, however, to review by the board or a court 
under the limitations of this section. (4) The board 
shall permit the use of data contained in vital statis- 
tical reeords for research purposes only, but no identi- 
fying use thereof shall be made. (5) Subject to the 
provisions of this section the board may direct local 
registrars to make a return upon the filing of birth, 
death and stillbirth certificates with them of certain 
data shown thereon to federal, state or municipal 
agencies. Payment by such agencies for such services 
may be made through the state registrar to local regis- 
trars as the board shall direct. [L. 1951, ch. 355; § 
22; June 30.} 

65-2423. Adoption cases. In cases of adoption the 
state registrar upon receipt of a certified order of 
adoption shall prepare a supplementary certificate in 
the new name of the adopted person; and seal and 
file the original certificate of birth with said certified 
copy attached thereto. Such sealed documents may be 
opened by the state registrar only upon the demand 
of the adopted person if of legal age or by an order 
of court. Upon receipt of the certified copy of a court 
order of annulment of adoption the state registrar 
shall restore the original certificate to its original 
place in the files. [L. 1951, ch. 355, § 23; June 30.} 

65-2424. Legitimation. In cases of legitimation the 
state registrar upon receipt of proof thereof shall pre- 
pare a new certificate of birth in the new name of the 
legitimated child. The evidence upon which the new 
certificate is made and the original certificate shall be 
sealed and filed and may be opened only upon order 
of court. [L. 1951, ch. 355, § 24; June 30.} 

65-2425. Institution inmates or patients; records 
and reports. Persons in charge of institutions for care 
of [or] correction or for treatment of disease, injury 
or childbirth shall record and report all statistical data 
required by this act relating to their inmates or pa- 
tients. [L. 1951, ch. 355, §25; June 30.} 

65-2434. Penalties. (1) Any person who willfully 
makes or alters any certificate or certified copy there- 
of provided for in this act, except in accordance with 
the provisions of this act, shall be fined nct more than 
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one thousand dollars ($1,000), or be imprisoned 
not exceeding six (6) months, or both fined and im- 
prisoned. (2) Any person who knowingly transports 
or accepts for transportation, interment or other dis- 
position a dead body without an accompanying per- 
mit issued in accordance with the provisions of this 
act, shall be fined not more than five hundred ($500). 
(3) Except where a different penalty is provided in 
this section, any person who violates any of the pro- 
visions of this act or neglects or refuses to perform 
any of the duties imposed upon him by this act, shall 
be fined not more than one hundred dollars (100). 
[L. 1951, ch. 355, § 34; June 30.} 

39-739. Sight handicapped persons; reports to state 
board of health; forms. Every health and social agen- 
cy , attending or consulting physician or nurse, shall 
report in writing to the state board of health, the 
name, age and residence of all patients or persons 
who are handicapped in vision, and who come 
within the definition of “the blind’’ as defined in 
section 39-702 of the General Statutes Supplement 
of 1947: Provided, The reporter may omit such 
registration upon the objection of the adult blind. 
Such report shall be made within thirty (30) days 
after a first consultation, interview or meeting of 
the agency, physician or nurse, and the blind person, 
and shall be on a form prescribed by the state board 
of health. [L. 1949, ch. 279, § 1; June 30.} 


2. REGULATIONS 28-34-109 


g. The hospital shall prepare a birth certificate 
for every child born therein, obtain attending 
physician’s signature thereon, and forward it to 
the local registrar of vital statistics within five 
days after date of birth. 


3. MEDICAL DATA ON THE REVISED BIRTH AND 
STILLBIRTH FORMS 


a. (Medical Data Section of Certificate of Live 
Birth, illustrated, see page 494.) 

b. (Medical Data Section of Certificate of Still- 
birth, illustrated, see page 495.) 

c. (Guide to Use of the Revised Birth and 
Stillbirth Certificates, illustrated, see pages 496 
and 497.) 


B. Newborn Infant Treatment of Eyes 


1. Laws 

65-153b. Newly born infant; treatment of eyes. 
Any physician or any person authorized by law to act 
as an obstetrician shall immediately upon the birth of 
an infant instill in the eyes of such newly born infant 
a prophylactic solution approved by the state board of 
health: Provided, however, That any person or parent 
shall not be required to employ such prophylactic if 
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objection is made by a written statement to the at- 
tending obstetrician within three days from the birth 
of said child: And provided further, That said writ- 
ten statement shall be attached to the birth certificate. 
{L. 1929, ch. 218, § 1; May 28.} 
5-153¢. Same; duty of physician and others. That 
any physician or any person authorized by law to act 
as an obstetrician in this state or any other person 
having the care of an infant, within six (6) months 
after its birth, who shall detect any inflammation, 
swelling or redness in the eyes of any such infant or 
any unnatural discharge therefrom, shall, if he be a 
physician, treat such child with the necessary pro- 
phylactic, or, if he be other than a physician, shall 
immediately report the condition and the location of 
such infant to the local board of health. [L. 1929, ch. 
218, § 2; May 28.} 
65-153d. Same; rules and regulations. It shall be 
the duty of the state board of health to make the 
necessary regulations for the enforcement of this act. 
{L. 1929, ch. 218, § 3; May 28.} 
65-153e. Same; penalty for violating §§ 65-153b 
to 65-153e. Any person who shall willfully violate 
any of the provisions of this act shall be guilty of a 
misdemeanor, and upon conviction thereof shall be 
punished by a fine of not more than five hundred 
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($500) dollars or by confinement in the county jail 
for six months. [L. 1929, ch, 218, § 4; May 28.]} 


2. REGULATIONS 


Regulation regarding treatment of the eyes of new- 
born infants. Effective December 17, 1953. 

“The only prophylactic solution approved for in- 
stillation into the eyes of newborn infants shall be a 
one per cent (1 per cent) aqueous solution of silver 
nitrate that has been prepared by the laboratory of 
the State Board of Health or a reputable pharmaceu- 
tical organization, placed in individual wax ampoules, 
and distributed in a container which bears clearly the 
name and percentage strength of the solution and an 
expiration date beyond which the product must not 
be used, except that hospitals approved for teaching 
in obstetrics and gynecology by the Council on Medi- 
cal Education and Hospitals of the American Medical 
Association may on special request receive permission 
from the Board of Health to carry out controlled 
experiments with the use of solutions or suspensions 
of antibiotic or chemotherapeutic substances, after du- 
ly certifying that adequate records will be kept, that 
adequate controls will be maintained, that the results 
of the experimental studies will be made available to 
other physicians and hospitals, and that no harmful 
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effects may be expected to accrue to newborn infants 
as a result of the use of such other solutions or sus- 
pensions. The State Board of Health shall furnish 
silver nitrate solution in wax ampoules without charge 
to any licensed hospital, maternity home, physician, 
or person authorized by law to act as an obstetrician.” 


C. Prenatal Serological Tests 


1. Laws 

65-153f. Prenatal serological tests for syphilis. 
Each physician or other person attending a pregnant 
woman in this state during gestation, shall, with the 
consent of the patient in the case of each woman so 
attended, take or cause to be taken a sample of blood 
of such woman within fourteen days after diagnosis 
of same is made, and submit such sample for stand- 
ard serological tests for syphilis to either a private 
laboratory or to the public health laboratory of the 
state board of health at Topeka, or to laboratories co- 
operating with the state board of health. The result 
of all laboratory tests shall be kept confidential and 
shall be reported on standard forms prescribed and 
furnished by the state board of health. [L. 1943, ch. 
225, § 1; June 28.} 

65-153g. Same; how reported. In reporting every 
Birth and stillbirth, physicians and others permitted 
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to attend pregnancy cases and required to report births 
and stillbirths shall state on a separate sheet accom- 
panying the birth certificate or stillbirth certificate, as 
the case may be, whether a blood test for syphilis 
has been made during such pregnancy upon a speci- 
men of blood taken from the woman who bore the 
child for which birth or stillbirth certificate is filed, 
and if made the date when such test was made, and if 
not made, the reason why such test was not made. 
Neither the fact that such a test was or was not made 
or was or was not required by law nor the result of 
any such test shall appear upon the birth certificate 
or be certified to any person for any purpose. [{L. 
1943, ch. 225, § 2; June 28.} 

65-153h. Same; misdemeanor. Any person willful- 
ly violating any of the provisions of this act shall be 
deemed guilty of a misdemeanor, and upon convic- 
tion shall be fined in a sum not less than ten dollars 
nor more than one hundred dollars. [L. 1943, ch. 
225, §3; June 28.} 
D. Licensure of Maternity Hospitals or 
Homes 


1. Law 
65-501. Maternity hospitals or homes, and homes 
for infants or children; license from board of health. 
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A GUIDE TO THE USE OF THE REVISED F! 
General Statement cate. In essence, the physician is required by law to ask tr 
The purpose of the revised “medical and health” the mother who the father was, and to enter the name hs 
sections is to obtain medical information which ulti- Sh¢ gives on the certificate. She ~ withhold the 7 
mately will improve medical care. Questionnaires of "4% ond the he 
this sort have many weaknesses, as they are designed by Mother (in which case an effort should be made ‘a 
around situations in which everything is usually “nor- nationality, ta 
mal.” It is expected that the good physician will ap- ‘the in chee, at 
preciate these weaknesses, and compensate for them ei i entry should be made “e —, a 
by supplying additional information in instances which a 
depart from the average in such a way that they are morally, for the accuracy of the information given by 'h 
not properly explained by the routine items of infor- the mother.) a 
mation. Space for additional material is provided in 4. MEDICAL SUPERVISION OF PREGNANCY BEGUN 
a number of blank spaces, in the section entitled “Re- When did the patient first report for prenatal care? 
marks,” and on the whole reverse sides of the lower The importance of this question is obvious. In border- 
portions of the two certificates. line cases, or when the physician cannot be sure without bs 
In many cases, significant information becomes avail- checking distant records, the best possible estimate Sl 
able after the filing of a birth or stillbirth certificate. should be given in the expectation that small errors sh 
An apparently well baby may be found to have a con- will cancel themselves out in any considerable number ef 
genital malformation, or the autopsy report on a fetus Of Certificates. It is assumed that after a woman first 
may precisely fix the cause of death. Such information teports for prenatal care, she will return to her physician 
may be transmitted by a letter addressed to: The Reg- With reasonable regularity thereafter until pregnancy * 
istrar of Vital Statistics, State Board of Health, Topeka, 5 terminated. For the occasional patient who does not w 
Kansas, giving the name, date of birth and place of follow this rule, a note should be included under ‘'Re- of 
birth of the baby, and it will then be added to the 4s.” sh 
certificate previously filed. ; 5. Diet DURING PREGNANCY in 
Z , There is conflicting evidence about the importance 
Section by Section Commentary of diet during pregnancy, insofar as it affects the char- 
1. LENGTH OF PREGNANCY acter of labour and delivery, and the quality of the pr 
This question has been retained because of its pos- newborn baby. It is possible that a defective diet prior to As 
sible importance in multiple pregnancies, and certain conception may lead to certain abnormalities, and a de- ite 
individual cases, in which birth weight may not be an fective diet during the latter part of pregnancy, to others. is 
adequate index of the maturity of the infant. The only yardstick available at present is the recommen- by 
2. WEIGHT OF FETUS dation of the National Research Council, which in effect 10 
The weight may be given in pounds and ounces, or calls for a better-than-average nutritional intake during tic 
in Grams. Birth weight is probably the most important Pregnancy, and particularly for a specific increase in pro- ev 
single variable in perinatal mortality, and should be tein not accompanied by an increase in fats or carbohy- ou 
obtained in all cases. (See also remarks for Section 14, drates. To meet the National Research Council’s allow- cal 
below.) ances, the diet must be very good, and strong on protein. mz 
3. LEGITIMACY To exceed them, the diet must be absolutely superior. ad 
Legitimate and illegitimate infants have different 74¢ average diet will more often than not fall short. yes 
survival rates, and will differ in certain other medical An explanatory note should be given under Re- di 
respects. These differences cannot be properly evaluated aks” (1) when the diet is so bad that “Failed to 
unless the physician categorizes each infant with con- ™é€¢t the recommended allowances” is an understate- ” 
siderable accuracy, even though he is not expected to ent, or (2) in special cases, as when a patient enters ™ 
be an expert on the finer legal aspects of legitimacy. Pregnancy in such a poor plane of nutrition that even {| we 
In general, a baby is regarded as legitimate if his good diet does not bring her to term well nourished. 
mother was married at the time of conception or any 6. COMPLICATIONS OF PREGNANCY 
time afterward prior to delivery. Contrariwise, the in- The more common and important complications have = 
fant is illegitimate if she was not married at any time been listed, and space left for the physician to add ads 
during the pregnancy. (The question on legitimacy any others that may have been significant for his the 
touches the vexed question of the physician’s responsi- particular patient. When more than one complication = 
bility in entering the name of the father on the certifi- is listed, it will be necessary for the non-medically jor 
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ED FIRTH AND STILLBIRTH CERTIFICATES 


trained coder to assign priority of importance. This 
will be done by a rubric or “rule,’’ a complicated guide- 
book which gives the priority of every condition based 
on the usual or average significance of the complication. 
For example, syphilis would usually be considered more 
‘mportant than pernicious vomiting, and less impor- 
‘ant than eclampsia. The rubric works well enough for 
average cases, and very badly for atypical ones. For 
mothers who depart from the average, the physician 
should make a note in the blank space provided as to 
the relative importance of the several complications, 
or an explanatory statement under ‘‘Remarks.” 


7. Was MorTHeEr’s BLoop TESTED FOR RH Factor 

The items under this heading are self-explanatory. It 
was not felt advisable to specifically query the less 
significant A and B incompatibilities, but certainly these 
should be reported if known, with a note about the 
effect on the child, if any. 

8. Was LaBouR INDUCED 

It is taken for granted that when labour has been 
induced, the reason for the induction will appear else- 
where on the certificate, usually under “Complications 
of Pregnancy.” When this is not the case, an entry 
should be made under “Remarks” to explain the 
indications. 

9. CONDITIONS OF LABOUR 

A list of the more common conditions of labour is 
presented, and space left for entering additional ones. 
As with “Complications of Pregnancy,” more than one 
item may be checked, and when more than one item 
is checked a priority of importance will be assigned 
by a rubric that is based on the usual or average signif- 
icance of the condition. For example, premature separa- 
tion of the placenta is usually a catastrophic sort of 
event for both mother and baby that would usually 
outrank any other item on the list. It is not always 
catastrophic, however, and in such cases a punch card 
may be badly miscoded unless the physician supplies 
additional information, in the blank lines of Section 9 
or under “Remarks,” to explain the facts for his in- 
dividual patient. 

“Premature labour” is not a listed condition, and 
need not be mentioned, and the information is auto- 
matically available from the gestational age and birth- 
weight. 

10-11-12. SEDATION AND ANESTHESIA 

It has long been held that sedation and anesthesia 
employed during the first two stages of labour have 
a measurable effect upon the viability and integrity of 
the infant. The effect is not a constant one, however, 
and it appears to be subject to many variables. The 
joined questions—10, 11 and 12, attempt to collect 


fixed items of information so that they may be correlated 
with such other factors as complications of pregnancy 
and labour, and birthweight. 

No. 10 asks for the level of sedation in the terms 
usually employed by the physician. “Light” may be 
taken as nominal sedation, using the minimum amounts 
of a drug necessary to produce an observable pharma- 
cologic effect. ‘Heavy’ is extreme sedation, with com- 
plete removal of cortical control. “Medium” is some- 
where in between. 

No. 11 is self-explanatory. Several different kinds 
of anesthesia may be used for the same patient, and 
therefore more than one category may be checked. 

No. 12 is a control question for the two preceding 
ones. There are an infinite number of possible com- 
binations of drugs, levels of administration, and timing 
of dosage. It is not possible to obtain all the details 
with any reasonable sort of questionnaire. The state 
of consciousness of the mother at the moment of de- 
livery, however, gives much information as to the net 
effect of the sedative and anesthetic agents used—at 
the particular moment when their effect on the respira- 
tory and other vital centers of the infant becomes sig- 
nificant. 


13. METHOD OF DELIVERY 

The common methods of delivery are listed, and a 
few uncommon ones. Multiple check-offs in this sec- 
tion should be rare, and usually self-explanatory, as 
with application of forceps to the aftercoming head, 
or an attempt at vaginal delivery followed by Cesarean 
section. 

14. BIRTH WEIGHT 

It will be noted that this item of information is re- 
quested once in the upper portion of the certificates, 
and again in the lower section. It was necessary to 
have one written-in item appear in both places for 
purposes of statistical accuracy, and the birth weight 
appeared to be the item that could be given most 
easily. 

15. THE LIVEBORN INFANT OR THE STILLBORN 
INFANT 

These sections ask for general descriptive information 
about the condition or state of the infant as it appeared 
to the physician at the time of delivery. They are ob- 
viously of great interest in any study of perinatal mor- 
tality, and should be filled out as informatively as possi- 
ble. (For example, congenital malformations are fre- 
quently multiple, and in such cases al/ the malformations 
ought to be noted even if this means spilling over into 
the section on ‘Remarks’ or even to the back of the 
certificate. ) 
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16. THE PLACENTA 

The desired information in this case relates to 
the obvious normality or abnormality of the pla- 
centa on inspection (although information ob- 
tained from microscopic studies will be gratefully 
received). Such information is important as it 
relates to postmature infants, and to the effects 
of certain of the complications of pregnancy. The 
only matters of interest are things that might have 
affected the infant prior to birth: an incomplete 
placenta, indicating retention, while obviously of 


great obstetric interest, does not affect the infant 
and should not be noted as an abnormality. 
The Report of the Prenatal Serologic Test 
Kansas law requires every physician to report 
the performance of a prenatal serologic test, or to 
submit a statement of the reason that no test was 
made. Previously this report had to be submitted 
on a separate form which was attached to the birth 
certificate. The final entry of the new “Medical 
and Health” sections meets statutory requirements 
and should be much more convenient for the phy- 
sician. 


That on and after July 1, 1919, it shall be unlawful 
for any person, firm, corporation or association to 
conduct or maintain a maternity hospital or home, or 
boarding, receiving or detention home for infants un- 
der three years of age or for children under sixteen 
years of age as herein defined, without having in full 
force a written license thereof from the state board of 
health: Provided, That nothing in this act shall apply 
to any state institution maintained and operated by the 
state. [L. 1919, ch. 210, § 1; June 17; R. S. 1923, § 
65-501.} 


2. REGULATIONS 

No maternity home shall accept for care any preg- 
nant woman who has an important complication of 
labor or preganacy unless the attending physician 
certifies in writing that the patient is to be admitted 
as an emergency because hospital care is not immedi- 
ately available. The term “important complication of 
pregnancy or labor’ shall include: toxemia of preg- 
nancy, hypertension, cardiac disease, chronic nephri- 
tis, tuberculosis, diabetes, previous delivery of any 
erythroblastotic infant or previous delivery by Cesar- 
ean Section, premature separation of the placenta, 
placenta previa, premature labor, twin pregnancies, 
gtoss feto-pelvic disproportion, mal-presentations of 
the fetus commonly involving internal manipulation 
or application of forceps at a higher level than the 
outlet, breech presentations, and any other condition 
which carries an important risk to mother or child 
over and above the risk of normal delivery. 

No Grade Two home for unmarried mothers shall 
undertake to deliver on its premises any pregnant 
woman who has an important complication of preg- 
nancy or labor as defined above. It is recommended 
that Grade One homes for unmarried mothers, and 
maternity clinics, arrange to deliver such patients else- 
where. 


Facilities for Care of the Newborn. Every ma- 
ternity home, maternity clinic, or home for unmar- 


ried mothers (1) shall provide a separate room to 
house newborn infants that will substantially comply 
with the requirements for a nursery in the hospital 
standards of this state, or (2) may room infants with 
their mothers provided that only two individuals are 
allowed to visit any one mother during her stay at the 
home, that no more than three infants and three 
mothers are roomed together, and that a sufficient 
amount of space is assigned to each mother and child 
(at least eighty square feet). Facilities must be pro- 
vided for administering heat and oxygen to a new- 
born infant as required. Each infant shall be provided 
with a separate bassinet on an individual stand. A 
thermometer shall be provided for each infant if tem- 
peratures are taken routinely. All care shall be given 
to each infant in its own bassinet; the use of common 
bathing or dressing tables is prohibited. Scales shall 
be freshly covered for the weighing of each infant. 
All clothing, diapers, etc., used shall (1) either be 
provided and laundered by the maternity home or 
(2) be autoclaved before use if furnished by the 
parents. Attendants shall wash their hands and dry 
them on disposable paper towels before and after 
handling an infant. 


No maternity home, or maternity clinic, or home 
for unmarried mothers shall continue to keep an 
infant after its mother’s discharge unless (1) the in- 
fant is one weighing less than five lbs. at birth who 
is kept at the home under the written orders of the at- 
tending physician or (2) the infant is an orphan, or 
dependent, or neglected, or an iliegitimate child, and 
the home has received written notification from the 
local county board of welfare, or an accredited agent 
of a state-licensed child welfare agency, that foster 
placement for the child is being sought. Under no 
circumstances shall such boarding care be given in 
maternity homes or maternity clinics for a period of 
longer than four weeks after the birth of the child, 
and under no circumstances shall any maternity home, 
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clinic, or home for unmarried mothers receive back 
an infant for boarding care after it has once been 
discharged. 


Preparation of Infant Formulas. All milk mixtures 
and other fluids offered to newborn infants shall be 
prepared according to the technique of terminal steri- 
lization, as defined in the Kansas Hospital Standards. 


E. Hospital Standards 
1. Laws 


65-425. Licensing, inspection and regulation. Defini- 
tions. As used in this act: (a) “Hospital” means a 
place devoted primarily to the maintenance and opera- 
tion of facilities for the diagnosis, treatment or care 
for not less than twenty-four hours in any week of four 
or more nonrelated individuals suffering from mental 
or physical illness, disease, injury, or deformity, or 
a place devoted primarily to providing for not less 
than twenty-four hours in any week of obstetrical or 
other medical or nursing care for four or more non- 
related individuals. The term “hospital” shall include 
public health centers, but shall not include maternity 
homes or institutions primarily devoted to domiciliary 
care, such as boarding homes and homes for the aged 
or to homes or institutions which, as an exercise of 
religious freedom, are conducted in conformity with 
the practice of the religious tenets of any church in 
the ministration to the sick or suffering by spiritual 
means, and provided that quarantine regulations re- 
lating to contagious diseases are not infringed upon. 
(b) “Person” means any individual, firm, partnership, 
corporation, company, association, or joint stock as- 
sociation and the legal successor thereof. (c) ‘‘Govern- 
mental unit’’ means the state, or any county, munici- 
pality, or other political subdivision thereof; or any 
department, division, board or other agency of any 
of the foregoing. (d) “Licensing agency” means the 
state board of health. [L. 1947, ch. 329, § 1; L. 1949, 
ch. 328, § 1; June 30.} 

65-426. Purpose of act. The purpose of this act is 
to provide for the development, establishment and 
enforcement of standards: (1) For the care and 
treatment of individuals in hospitals; and (2) for 
the construction, maintenance and operation of hos- 
pitals, which, in the light of advancing knowledge, 
will promote safe and adequate treatment of such 
individuals in hospitals. [L. 1947, ch. 329, § 2; June 
30.} 

65-427. Licensure. After July 1, 1948, no person 
or governmental unit, acting severally or jointly with 
any other person or governmental unit shall establish, 
conduct or maintain a hospital in this state without 
a license under this law. [L. 1947, ch. 329, § 3; 
June 30.} 

65-431. Rules, regulations, and enforcement. The 
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licensing agency subject to the approval of the ad- 
visory hospital council, shall adopt, amend, pro- 
mulgate and enforce such rules, regulations and stand- 
ards with respect to all hospitals or different types 
of hospitals to be licensed hereunder as may be de- 
signed to further the accomplishment of the purposes 
of this law in promoting safe and adequate treatment 
of individuals in hospitals in the interest of public 
health, safety and welfare: Provided, That no rule or 
regulation shall be made by the licensing agency 
which would discriminate against any practitioner 
of the healing art who is licensed to practice in this 
state: Provided further, That boards of trustees or 
directors of institutions licensed pursuant to thé pro- 
visions of this act shall have the right to select the 
professional staff members of such institutions and 
select and employ internes, nurses, and other person- 
nel and no rules, regulations or standards of the 
licensing agency shall be valid which, if enforced, 
would interfere in such selection or employment: 
And provide further, That in formulating rules and 
regulations, the agency shall give due consideration 
to the size of the hospital, the type of service it is 
intended to render, the scope of such service and the 
financial resources in and the needs of the community 
which such institution serves. [L. 1947, ch. 329, § 
7; June 30.} 


2. REGULATIONS 


The following is from ‘Hospital Standards, Rules 
and Regulations, Kansas State Board of Health, Hos- 
pital Facilities Division.” 


28-34-115. Maternity Nursing Service 

a. In larger hospitals with a well-defined ob- 
stetrical department, the nurses assigned to that 
department shall not care for other types of pa- 
tients. In small hospitals where division of nursing 
service is impossible, strict medical asepsis shall be 
observed. 

b. Maternity patients shall not be placed in 
wards or rooms with patients other than maternity 
patients. (Authorized by G.S. 1949, 65-431; Ef- 
fective September 1, 1953.) 


28-34-116. Provisions and Equipment for Delivery 

a. The delivery room shall be used for delivery 
of non-infected patients and for newborn circum- 
cision. Patients with any evidence of infection or 
possible infection shall be delivered in a room 
where medical asepsis can be observed. 

b. The operating room shall not be used for 
delivery except in the case of Caesarean section 
or for non-infected patients when the delivery 
rooms are in use. 

c. There shall be a suitable delivery table 
equipped for operative deliveries and treatment of 
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shock. The pad shall be protected with water- 
proofed sheeting in good condition. 

d. The delivery room shall be equipped with 
suitable tables or stands for instruments, utensils, 
and necessary supplies. 

e. An adequate supply of utensils and sterile 
linen, dressings, gloves, and face masks shall be 
in readiness for all deliveries. 

f. Facilities for administration of oxygen and 
sterile equipment for administration of blood trans- 
fusions and intravenous or subcutaneous thera- 
peutic solutions shall be readily available. A unit 
of plasma shall be kept in the hospital at all times. 

g. There shall be ready at all times equipment 
for general anesthesia, and a minimum of drugs 
and anesthetics ordinarily needed for use. 

h. A stretcher or carrier shall be provided for 
returning patient to her own room. 

i. The same aseptic technique shall prevail as 
at any surgical operation. (Authorized by G:S. 
1949, 65-431; Effective September 1, 1953.) 


28-34-117. Equipment for Reception of Newborn 
Infant 

a. A heated bassinet, crib or incubator shall be 
ready in the delivery room for reception and care 
of the newborn infant. Provision shall be made for 
keeping the infant warm and protected from ex- 
posure to infection during transit from delivery 
room to the nursery. Attendants, transporting an 
infant, shall wear a mask, gown, and head cover- 
ing. An elevator, when used by an attendant trans- 
porting an infant, shall be free of other passengers. 

b. There shall be equipment for resuscitation 
as ordered by the physician. Facilities for the 
administration of oxygen shall be available. 

c. Silver nitrate ampoules for the prevention of 
ophthalmia of the newborn shall be kept on hand 
and instillation of silver nitrate shall be done be- 
fore the infant is removed from the delivery room. 

d. Every infant shall be marked for identification 
before it is removed from the delivery room by 
one of the reliable methods in common use, such as 
tape or name beads. Information shall be sufficient 
to identify infant with one mother, and one only. 
If written tags are used, ink shall be waterproof. 
(Authorized by G.S. 1949, 65-431; Effective Sep- 
tember 1, 1953.) 


28-34-118. Provisions for Postpartum Mothers 

The patient shall be under close supervision of a 
professional nurse or physician during the time when 
she is recovering from the effects of anesthesia and 
for at least one hour to observe the fundus and to 
report to the physician any symptoms of hemorrhage. 
(Authorized by G.S. 1949, 65-431; Effective Sep- 
tember 1, 1953.) 


28-34-119. Provisions for Infants 

a. A nursery shall be provided for the care of 
newborn infants and shall not be used for any 
other purpose. 

b. Rooms in which rooming-in is practiced shall 
not be considered nurseries unless they contain 
more than two infants, in which case all require- 
ments for an infant nursery shall apply. 

c. Any newborn infant suspected of or having 
infection or any infant born outside of the hospital 
or who has been exposed to actual or potential in- 
fection shall be placed in a suspect nursery or room 
that can be used as a suspect nursery. Such infants 
shall be kept in the suspect nursery until either 
suspicions are proved unwarranted or a diagnosis 
of disease is made. Responsibility and authority 
for transfer of an infant from the main nursery 
to the suspect nursery shall be vested primarily in 
the nurse in charge of the main nursery at any 
given time. The suspect nursery shall be staffed by 
nurses who do not work in the main nursery, and 
strict isolation technique shall be observed there. 

d. Immediate segregation and isolation of all 
infants with diagnosed infections such as diarrhea, 
infectious dermatitis, or respiratory infections shall 
be provided in a separate room off the obstetrical 
floor or outside the maternity unit. All equipment 
shall be kept completely separate for each such 
infant. 

e. No persons other than physicians, nurses, 
technicians, and individuals responsible for main- 
tenance shall be admitted to any room used as a 
nursery. Everyone not working in the nursery 
exclusively shall put on a fresh cap, gown, and 
mask, and shall wash hands, before entering. 

f. Dry sweeping and dusting in nurseries is pro- 
hibited. (Authorized by G.S. 1949, 65-431; Ef- 
fective September 1, 1953.) 


28-34-120. Nursery Furnishing and Equipment 

a. A separate crib or basket shall be provided 
for each infant. Cribs shall have firm mattresses, 
covered with waterproof sheeting and washable 
pads. Washable inside linings must be provided 
to obviate danger of injury to infants from crib 
bars and as a preventive measure against the trans- 
mission of infection except when one-piece plastic 
bassinets are provided. Freshly laundered linings, 
blankets, and linen shall be furnished for each 
new occupant. Openings in sides of bassinets shall 
not be large enough to allow passage of infant's 
head. The use of racks or bassinet stands which 
hold more than one bassinet is prohibited. 

b. The use of common bathing or dressing tables 
is prohibited as a preventive measure against trans- 
mission of infection. All bathing, diaper changing, 
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and treatments shall be carried out in the bassinet 
or on its separate shelf or drawer. 

c. One rectal thermometer shall be provided 
for each infant. Thermometers shall be kept in 
antiseptic solution in individual containers. 

d. Individual bottles of oil (if oil is used), 
individual wash basins (if daily baths are given), 
and an individual 24-hour supply of linen shall be 
provided for each infant and stored, with the ther- 
mometer, in the bassinet stand. 

e. Accurate scales shall be provided; the weigh- 
ing pan shall be freshly covered for each infant. 

f. A separate utensil, preferably a self-contained 
electrical apparatus, shall be provided for warming 
infant formulas. 

g. In each nursery there shall be at least one 
covered metal container for soiled diapers, with 
foot control pedal and removable paper or lining 
which can be disposed of or laundered. In each 
nursery there shall be at least one linen hamper 
with removable liner for soiled linen other than 
diapers. 

h. Incubators suitable for the care of premature 
infants shall be provided in the ratio of at least 
one incubator to ten bassinets or fraction thereof. 

i. If hot-water bags are used, water shall be tested 
with the hands and they shall be enclosed in a 
protective covering before being placed in the crib. 
Electrical heating pads shall not be used in the 
cribs of infants. 

j. A large wall clock, visible from all parts of 
the nursery, shall be provided. (Authorized by 
G.S. 1949, 65-431; Effective September 1, 1953.) 


28-34-122. Preparation of Feedings 

a. There shall be a special area for the prepa- 
ration of milk mixtures, equipped with a sterilizer, 
sink, handwashing facilities, and storage space. 
This area shall at least be out of the line of traffic, 
and is preferably enclosed as a separate room. 

b. There shall be a refrigerator of a size in keep- 
ing with capacity of nursery, equipped with a ther- 
mometer, capable of holding a 24-hour supply of 
individually bottled milk mixtures. A temperature 
of 40-45 degrees Fahrenheit shall be maintained 
in it. It shall be used for formulas exclusively. 

c. Bottles, caps, and utensils used in the prepa- 
ration of milk mixtures shall be throughly washed 
and rinsed before each use. Feeding equipment 
from infected or suspected infants shall be steril- 
ized before being returned to the milk room. 

d. Nipples shall be throughly washed, rinsed, 
and sterilized by boiling before each use. 

e. All formulas and fluids offered to newborn 
infants (or other infants under the age of one 
year) shall be prepared by the following method, 


known as terminal or post sterilization (for ex- 
ceptions see section f. below): Milk mixtures and 
other fluids offered to infants shall be poured into 
clean individual bottles at the time of preparation. 
A sterilized nipple shall then be attached to each 
bottle and covered with a cap of paper, metal or 
glass so constructed that nipple is completely en- 
closed. The entire unit shall then be subject to 
terminal sterlization with steam, under pressure of 
not less than six pounds (110 degrees Centigrade 
or 230 degrees Fahrenheit) for not less than ten 
minutes, or by flowing steam at a temperature of 
not less than 100 degrees Centigrade or 212 de- 
grees Fahrenheit for not less than thirty minutes. 
The temperature of the formula or fluid, as deter- 
mined by periodic testing, shall be not less than 93 
degrees Centigrade or 200 degrees Fahrenheit at the 
end of the heating period. 

f. Lactic acid milk, protein SMA, Nutramigen, 
formulas containing soybean products, meat, cereal 
or lactic acid, and fruit juices, which are altered 
by this process, may be offered without such termi- 
nal heating but shall be prepared with and stored 
in presterilized equipment. 

g. Bottles shall not be propped in bassinets when 
infants are fed in the nursery. (Authorized by G.S. 
1949, 65-431; Effective September 1, 1953.) 


28-34-122. Nursery Nursing Service 

a. Nursing care shall be provided day and night 
in the ratio of at least one nurse for each twelve 
infants (preferably eight). 

b. Auxiliary workers shall not work in the nur- 
sery except under the close and immediate super- 
vision of a registered nurse in the maternity divi- 
sion. (Authorized by G. S. 1949, 65-431; effective 
September 1, 1953.) 


28-34-123. Clothing and Linen 
a. Infants’ clothing shall be furnished by the 
hospital. Freshly laundered or disposable diapers 
only shall be used, and shall be available in the 
necessary quantity. When the infant is dis- 
charged, clothing furnished by its parents shall 
not be brought into the nursery. 
b. Diapers shall not be washed by nurses assigned 
to the nursery. (Authorized by G.S. 1949, 65-431; 
Effective September 1, 1953.) 
28-34-124. Pediatrics 
In hospitals not maintaining a pediatric service, 
children shall not be placed in the newborn nursery. 
Hospitals maintaining pediatric service shall provide 
facilities for the care of children, apart from the 
services for adult patients and from the newborn 
nursing service, and there shall be proper facilities 
and procedures for the isolation of children with in- 
fectious, contagious or communicable conditions. 
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a. Hospitals providing pediatric care shall be 
evaluated and approved on the basis of the size of 
the service and competency of personnel, facilities, 
policies, and procedure. A hospital providing care 
for children shall have registered nursing personnel 
commensurate with the needs of the hospital and 
the size of the service. 

b. The newborn nursery and the pediatric de- 
partment shall not be used for boarding care of 
illegitimate, dependent, neglected or defective 
children. If the hospital is, at the end of the period 
for which progressive medical care is indicated, 
unable to properly discharge such infants, their 
presence shall be reported to the Division of Child 
Welfare Service of the State Department of Social 
Welfare for suitable action by such department. 
(Authorized by G.S. 1949, 65-431; Effective Sep- 
tember 1, 1953.) 

i. A patient being admitted in a condition of 
abortion shall furnish a signed statement acknowl- 
edging her condition and certifying that the abor- 
tion was not induced in the hospital or by a mem- 
ber of the hospital medical staff. 

j. To reduce the electrostatic spark hazard, phy- 
sicians, nurses or persons working in the operating 
rooms and delivery rooms shall be properly attired 
in scrub gowns, operating gowns or operating 
suits, and conductive footwear. Street clothes or 
woolen, nylon or rayon attire is prohibited. 

k. Smoking shall not be permitted in operating 
and delivery suites, including corridors within the 
suites. (Authorized by G.S. 1949, 65-431; Effec- 
tive September 1, 1953.) 


28-34-128. Anesthetic Service 

a. All equipment for the administration of anes- 
thetics shall be readily available, kept clean, main- 
tained in good repair and shall comply with the 
National Fire Protection Association standards. 

b. There shall be provided a suction apparatus 
and resuscitation apparatus and equipment for the 
administration of oxygen. 

c. In hospitals not providing an organized anes- 
thetic service, all anesthetics shall be given under 
the supervision of a competent staff physician. 

d. No anesthestic shall, for any reason, surgical 
or otherwise, be administered, except in extreme 
emergencies, until the patient has had a prelimi- 
nary physical examination, including necessary lab- 
oratory procedures. 

e. After the administration of an anesthetic, 
the patient shall be under the constant observation 
of an individual specifically assigned to that duty 
until the patient has regained consciousness or 
until the effects of the anesthetic have disappeared. 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


(Authorized by G.S. 1949, 65-431; Effective Sep- 
tember 1, 1953.) 

c. The nursing department shail consist of nurs- 
ing units which are oriented so that each patient's 
room receives sunlight during some part of the 
day. The nursing units shall have convenient rela- 
tionship with the surgical and obstetrical suites, 
adjunct diagnostic and treatment facilities, and 
service facilities. Patients’ rooms, including labor 
rooms, shall be outside rooms with outside win- 
dows for natural light and ventilation and shall 
communicate directly with a corridor. No patients’ 
room shall be below grade. Each bedroom shall 
have a lavatory with non-manual faucets. Sepa- 
ration of medical, surgical, and obstetrical patients 
shall be provided in small hospitals that do not 
have separate nursing units for these patients. 
Room areas allow 100 sq. ft. in single bed rooms 
and 80 sq. ft. per bed in multi-bed rooms, with 
at least 3 feet between beds and a maximum of 
4 beds. Screens shall be provided for privacy in 
multi-bed rooms. Each nursing unit shall be limited 
to approximately 35 beds and shall have the fol- 
lowing auxiliary facilities as required: nurses’ 
station ; utility room; patients’ toilet facilities; bath- 
room; bedpan facilities; floor pantry; linen and 
supply storage; janitor’s closet ; nurses’ toilet room ; 
and isolation suite with sub-utility room unless con- 
tagious disease nursing unit is available elsewhere 
in the hospital. 

d. Nursery rooms shall be outside rooms with 
windows for natural light and shall have no direct 
communication with a public corridor or other 
non-nursery space. Each nursery room and each 
examination and work room shall be equipped 
with a lavatory with knee or foot-controlled fau- 
cets. An examination and work room, which shall 
communicate with a corridor, shall be provided for 
each single nursery unit or for each two full term 
nursery units. View windows shall be provided be- 
tween the corridor and nursery rooms and between 
the nursery rooms and their respective examination 
and work rooms. The room area for a full term 
nursery shall allow a minimum of 24 sq. ft. per 
bassinet with a maximum of 12 bassinets. A sep- 
arate premature nursery with an examination and 
work room will be required in hospitals with 25 or 
more maternity beds and shall have a minimum 
of 30 sq. ft. per bassinet with a maximum of 6 bas- 
sinets. In hospitals with an annual average num- 
ber of births in excess of 100, a suspect nursery 
and examination and work room shall be provided 
and shall have 40 sq. ft. per bassinet with a maxi- 
mum of 6 bassinets. The number of bassinets in 
smaller suspect nurseries shall equal approximately 
10 per cent of the full term bassinets. A formula 
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room shall be provided either in the nursery area 
or the kitchen area. Facilities shall be provided in 
the formula room for washing, rinsing, and filling 
bottles and for terminal sterilization unless the 
central sterilizing facility is to be used. Refriger- 
ators shall be provided as required for storage of 
formula in the nursery and formula room areas. 

f. Central sterilizing facilities shall be provided 
as required by the size of the hospital and shall 
consist of sterilizing and sterile storage space 
and an adjoining room for storage of unsterile 
supplies. 

g. The obstetrical department shall be located to 
prevent traffic through it to any other part of the 
hospital and shall be completely separate from the 
surgical department. The facilities shall consist of 
suitable delivery room or rooms, labor room or 
rooms, and the following auxiliary facilities: scrub- 
up space and sink with knee or foot-controlled 
faucets; clean-up or utility room; janitor’s closet; 
and sub-sterilizing room if necessary to supplement 
the central sterilizing facilities. In hospitals of 100 
or more beds, the following additional facilities 
shall be provided as required: father’s waiting 
room; supervisor's station; doctors’ locker room 
with toilet; nurses’ locker room with toilet; sterile 
supply storage; and stretcher alcove. A patient's 
bedroom may be used as a labor room in hospitals 
of 15 beds or less. 

h. The emergency department shall be separate 
from the surgical and obstetrical departments and 
shall have a separate entrance from the ambulance 
court or service court. Minimum facilities shall 
consist of an accident room with scrub-up sink 
with knee or foot-controlled faucets and an ad- 
jacent toilet room. 


28-34-202. Nurses’ Call System 


b. Operating, delivery, emergency, and recovery 
rooms, rooms used for children, and nurseries, shall 
have one emergency call station each for use of 
the nurse. Emergency call stations for use of pa- 
tients shall be installed in patients’ toilet and bath 
rooms. 


28-34-178. Ventilation 

e. Operating rooms, delivery rooms, and nur- 
series shall be provided with supply and exhaust 
ventilating systems which -will change the air at 
least eight times an hour. No recirculation of air 
will be permitted in these rooms. The air supply 
inlet in operating and delivery rooms shall be lo- 
cated near the ceiling and the exhaust outlet near 
the floor, and the system and equipment shall con- 
form with the recommendations of the National 


Fire Protection Association for safe practice for 
hospital operating rooms. 

f. If air conditioning is to be provided, first con- 
sideration shall be given to its installation in the 
operating, delivery, and nursery rooms. Air condi- 
tioning systems for operating and delivery rooms 
shall conform with the recommendations of the 
National Fire Protection Association for safe prac- 
tice for hospital operating rooms. 


28-34-199. Lighting Outlets and Switches 

c. Operating and delivery rooms shall have gen- 
eral illumination and special lights for the tables, 
each on an independent circuit. Each operating 
room shall have an x-ray film illuminator. (Au- 
thorized by G.S. 1949, 65-431; Effective October 
1, 1958.) 


28-34-201. Explosion-Proof Installations and Un- 


grounded Circuits 


a. All electrical installations and equipment in 
operating, delivery, emergency, anesthesia induc- 
tion rooms, and anesthetic storerooms shall be 
explosion-proof, if less than 5 feet above the floor, 
as recommended by the National Fire Protection 
Association. 

b. The installation of ungrounded circuits and 
the grounding of equipment in anesthetizing and 
anesthetic storage locations shall comply with the 
recommendations of the National Fire Protection 
Association. (Authorized by G.S. 1949, 65-431; 
Effective October 1, 1958.) 


28-34-203. Emergency Lighting 

a. Emergency lighting shall be provided for 
exits, stairs, patient corridors, nurseries, and oper- 
ating and delivery rooms. Battery operated lamps 
or flashlights shall be provided as a minimum for 
emergency lighting in existing hospitals which do 
not have an emergency power supply and in other 
medical facilities buildings. Battery operated lamps 
and flashlights for use in hospital operating and 
delivery rooms shall have vapor-proof switches. 

c. The use of an open flame type of light is pro- 
hibited in operating and delivery rooms and other 
anesthetizing locations. (Authorized by G.S. 1949, 
65-431; Effective October 1, 1958.) 


28-34-204. Clock System 
A clock system shall be complete with a master 


clock and time indicator clocks in administrative 
offices, lobby, and work areas as required. Clocks 
shall be provided in the nurses’ station, operating and 
delivery rooms, and nursery. (Authorized by G.S. 
1949, 65-431; Effective October 1, 1958.) 


28-34-208. Refrigerators 
b. Refrigerators of adequate capacity shall be 
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provided in all areas where needed, such as kitch- 
ens, floor pantries, utility rooms, formula room, 
nursery workroom, drug room, and blood bank. A 
minimum of two separate sections or boxes shall 
be provided in the main kitchen, one for meats and 
dairy products and one for general storage. 


F. Communicable and Other Reportable 
Diseases 


1. Laws 

65-117. Report by physician of dangerous diseases, 
and placard of premises. Whenever any physician 
shall know or have reason to believe that any person 
whom he has been called to visit, or any person sick 
within his knowledge without the care of a physician, 
is sick with or has died of any infectious, contagious 
or communicable disease, he shall immediately give 
notice thereof to the board of health or health officer 
having jurisdiction over the area. In the case of those 
diseases required to be placarded, the health officer 
shall at once fasten or cause to be fastened a placard 
not less than twelve inches square, with the name of 
the disease written or printed thereon in large char- 
acters, upon the front door or other conspicious part 
of the building wherein the sickness prevails; such 


placard to be maintained until such time as the health | 


officer, or in his absence, the attending physician, 
acting under the authority and approval of the health 
officer, is satisfied that the premises are safe for the 
resumption of normal use. [L. 1901, ch. 285, § 1; 
Feb. 15; R. S. 1923, § 65-117; G. S. 1949, § 65-117; 
L. 1957, ch. 332, § 1; June 29.} 

65-118. Reporting to local health authority as to 
communicable diseases. When no physician is in at- 
tendance, it shall be the duty of the head of the house- 
hold or the individual in charge of any other place or 
premise where persons reside, when any member of 
the household or any one residing on the premises is 
suffering from a disease presumably communicable 
or suspected of being a communicable disease to re- 
port immediately to the local health authority all the 
facts relating to the case, together with the name and 
address of the person suspected of having said com- 
municable disease. [G. S. 1949, § 65-118; L. 1953, 
ch. 283, § 1; July 1.} 


2. REGULATIONS 

a. Epidemic Diarrhea of Newborn. 

“Any infant who passes three loose stools in one 
24 hour period, or passes loose stools on two suc- 
cessive days shall be considered suspicious for diar- 
thea of the newborn and should be isolated in a 
suspect nursery unless it is entirely breast fed and 
shows no other evidence of ill health. If 3 such 
cases develop from any nursery within a period of 
two weeks, an epidemic of diarrhea of the new- 
born shall be considered to be present, and im- 


mediate notice shall be given by telephone either 
to the Division of Maternal and Child Health of 
the State Board of Health, or to the local Health 
Officer if the county maintains a full-time local 
health unit.” 

(This regulation was revoked through an over- 
sight and will be reinstated by January, 1959.) 

b. Ophthalmia Neonatorum. 

According to the Preventable Diseases regula- 
tions, Ophthalmia Neonatorum is also a reportable 
disease. 

c. The following regulations were approved 
at the Kansas State Board of Health meeting on 
April 18, 1958: 

1. “Require the reporting of ‘Acute, severe, 
staphylococcal infections occurring in household 
where one or more persons have been hospital- 
ized in the six weeks period preceding the onset 
of the infection, or occurring in the maternity 
units of hospitals or maternity homes. When 
two or more cases of such infection develop 
within a period of 30 days among either recent- 
ly delivered mothers or newborn babies in any 
hospital, a potential epidemic of staphyloccal 
disease shall be considered to exist and the hos- 
pital administrator shall report by telephone to 
the Kansas State Board of Health, or to the 
local health officer if the county maintains an 
organized local health unit, with a full-time 
director.’ ” 

2. “The capacity of each hospital nursery shall 
be established by the State Board of Health on 
the basis of its rules and regulations, and this ca- 
pacity shall be posted on the view window of 
the hospital nursery at eye-level in the form of 
a notice bearing the legend: ‘Notice. Occupancy 
of this nursery by more than (capacity) infants 
is dangerous and contrary to regulations. By or- 
der of the Kansas State Board of Health.’ ” 


Many patients with cancer could be “alive five 
years after diagnosis” if the disease were detected 
and treated earlier. Striking evidence pointing to this 
conclusion is presented in the publication Patterns of 
Disease, prepated by Parke, Davis and Company for 
the medical profession. 

Uterine cancer which kills 16,000 women annually 
is almost 100 per cent curable if detected early 
enough, says Patterns. The survival rate for cancer 
of the breast, one of the commonest forms of cancer 
in women, could be raised from its present 46 per 
cent to 81 per cent, and of cancer of the lung, from 
4 per cent to 34 per cent. 
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ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
MARCH 2, 3, 4 and 5, 1959 
Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to 
both general practitioner and specialist 


t Panels on Timely Topics Teaching Demonstrations 
Medical Color Telecasts 


Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 


The Chicago Medical Society Annual Clinical Conference should be a MUST 
on the calendar of every physician. Plan now to attend and make your reser- 
vation at the Palmer House. 


How to Replace an Out-dated Office 


Are you handicapped in your practice by offices left over from the horse and buggy 
days of medicine? Many doctors are, you know — simply because their communities 
lack the modern medical housing they need. 


If you are faced with this situation, you probably have started planning toward a new 
clinic or office unit. In doing so, however, you may encounter such problems as specific 
planning and financing of a medical practice building. 


Problems such as these are a specialty of the Mortgage Loan Department of Farmers 
& Bankers Life. During the past twenty years, we have made a number of first 
mortgage loans to doctors throughout Kansas, for construction of their new office 
buildings. We shall be glad to consult with you. 


Farmers & Bankers Life 


Mortgage Loan Department 
INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 
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The 
Achievements 


of ¢ 


...in Skin Diseases: In a study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved’...absence of serious side effects specifically noted.-:8 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of anIsTocorT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 
which developed during prednisone therapy in 2 cases disappeared during 
aristocorT therapy). 


1, Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957. 
2. Shelley, W. B., and Pillsbury, D. M.: 
Personal Communication. 
3. Sherwood, A., and Cooke, R. A.: Personal Communication. 
4. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
resented at International Congress on Rheumatic Diseases, 
June 25, 1957. 

- Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 

9. Ibid.: Personal Communication. 

10. Barach, A. L.: Personal Communication. 

11. Segal, M. S.: Personal Communication. 

12. Cooke, R. A.: Personal Communication. 

13. Dubois, E. L.: Personal Communication, 
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...in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.°... Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 
to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


...in Other Conditions: Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of arisrocort as possibly the most desirable steroid to date in treatment of — 
the nephrotic syndrome.**. .. Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
tory to prednisone.!”1!/1*,., Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus.’ 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of aristocort is usually from 8 to 20 mg, 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to ARISTOCORT 

from prednisone indicate a dosage of artstocorT lower by about 4% 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With arisrocorT, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARISTOCORT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


t Lecter) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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UNIVERSITY OF KANSAS lieikiaaabeaie KANSAS CIRCUIT 


SCHOOL OF MEDICINE Medical Study COURSE 1958-59 
PSYCHOSOMATIC PROBLEMS 
Eastern Circuit—Dec. 2-5, 1958 Western Circuit—Mar. 3-6, 1959 
PEDIATRIC PROBLEMS 
Eastern Circuit—Jan. 6-9, 1959 Western Circuit—Mar. 31-Apr. 3, 1959 
INFECTIONS AND INFECTIOUS DISEASES 
Eastern Circuit—Feb. 3-6, 1959 Western Circuit—Jan. 6-9, 1959 
CARDIOVASCULAR DISEASE 
Eastern Circuit—Mar. 3-6, 1959 Western Circuit—Feb. 3-6, 1959 
MEDICAL AND SURGICAL EMERGENCIES 
Eastern Circuit—Mar. 31-Apr. 3, 1959 Western Circuit—Apr. 28-May |, 1959 
MODERN MEDICINE 
Eastern Circuit—Apr. 28-May |, 1959 Western Circuit—Dec. 2-5, 1958 
CENTERS 
Eastern Circuit Western Circuit 
TUESDAY TUESDAY 
Manhattan—Riley County Hospital Concordia—St. Joseph's Hospital 
WEDNESDAY WEDNESDAY 
Hutchinson—St. Elizabeth's Hospital Colby—Colby Country Club 
THURSDAY THURSDAY 
Arkansas City—Arkansas City Memorial Hospital Garden City—Downing Restaurant 
FRIDAY FRIDAY 
Emporia—Newman Memorial Hospital Great Bend—St. Rose Hospital 


Continuation Center and 
Student Union Building 


Executive Director, 

Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 

Kansas City, Kansas TA 2-5252 Extension 450 


\ For \ 
or Call... 


invite you to make use of the facilities of the Continuation Center and 
Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 
cal Center. 


* Studio-type guest rooms with twin * 24-hour desk service 
beds, shower and tub are spacious * Free parking 
and beautifully decorated. * Telephone service 


* Air conditioning Rates: Single $5.50, Double $8.50 
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Maternal Mortality Report 


A 26-year-old white para II, gravida III first reported for care in the fourth month 
of her final pregnancy. The previous pregnancies had been normal except for throm- 
bophlebitis following the second pregnancy. The patient did not receive a complete 
examination or blood count until the third prenatal visit but blood grouping, uri- 
nalysis, and serology were determined on the first visit. Her prenatal care was con- 
sistent. She gained 23 pounds during her pregnancy. 

The patient fell approximately one week before term and had some vaginal bleeding 
following this episode. She was not hospitalized at this time. She continued to bleed 
intermittently, however, and nine days after the fall she was hospitalized for observa- 
tion and discharged subsequently as “improved.” 

The patient went into labor spontaneously three days later, making rapid progress 
with spontaneous rupture of the membranes, and she was thought to be ready for 
delivery some three hours and fifteen minutes after the onset of labor. Attempts to 
deliver the baby occupied the next four hours. When the head failed to descend in 
spite of good contractions, the physician applied low forceps without success. He 
augmented his efforts with Pitocin by intravenous drip after two hours of effort and 
for two more hours continued the attempt to complete the delivery. 

During this time there was slow, steady bleeding. At the end of this period of time, 
the physician felt he was dealing with a cephalopelvic disproportion due to a hydro- 
cephalic baby, and the patient was showing signs of shock. The physician telephoned 
a prominent obstetrician in the east and was advised to perform a destructive pro- 
cedure. This, however, was not carried out. During the ensuing hours, the patient 
continued to bleed and remained in shock. Blood was requested from another com- 
munity 30 miles distant. The attending physician consulted a general surgeon by tele- 
phone and it was recommended that a section be performed. Further unsuccessful 
attempts to deliver the baby were made, and when the blood and the consultant 
arrived a total of ten hours had passed. A classical Cesarean section was carried out 
under nitrous oxide and ether, the procedure taking two hours. Despite the introduc- 
tion of three pints of blood, the patient did not improve and her heart stopped during 
surgery. Cardiac massage was carried out without success. 

Committee opinion: The committee felt that errors in judgment were displayed in 
this case: (1) It was not reasonable to exert effort to deliver the patient from below 
over such an extensive period of time in the face of a deteriorating condition and re- 
peated failure; (2) Regular consultation with obstetricians more readily available 
would have been more rational; (3) The time required for the Cesarean section was 
longer than reasonable; (4) Better care could have been provided by transferral to 
better hospital facilities or earlier consultant assistance. 

Classification : Obstetric death, preventable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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PRESIDENT’S PAGE 


Dear Doctor: 


Seldom has a letter been as heartwarming as is this. I wanted to share it with you. 


Fraternally, 
Larmor jue, 
President 
The University of Kansas 
Lawrence 
Office of the Chancellor September 15, 1958 


DEAR OLIVER: 


When you were in my office a few days ago, discussing the rural health conference 
and the annual and centennial meeting of the Kansas Medical Society, I told you that 
I could not come to the annual meeting because of a conflict with the meeting of the 
National Association of State Universities, on whose Executive Committee I serve. It is 
still a fact that this conflict exists and it is also still a fact that I have a heavy obligation 
to be present. 

The evening of the day of your visit was one of those rare ones when I could sit 
quietly in my home after dinner, listen to some chamber music, do a little reading, but 
mainly speculate. It suddenly flashed into my mind that in typical 20th century fashion 
all perspective had left me; I had gotten so preoccupied with the trees that I had forgotten 
the forest and the ground from which the trees had sprung. I spent many years of my 
life in becoming a physician and proudly consider myself that, even now, above every- 
thing else. I came back to Kansas, sensed a need, and hoped to do something about it. 
Everywhere I turned for assistance I found nothing but enlightened support and even 
dedication, and most of this I found within the Kansas Medical Society. 

I suppose much of what little I have achieved since is directly related to those exciting 
and wonderful days between 1948 and 1951 where great ideas were discussed with 
wonderful and loyal people, and out of which period has come our rural health effort, 
much of the present vigor of our Medical School, and the great and significant advances 
in the care of the mentally ill in Kansas. And now many of these people propose to 
gather at a centennial celebration and I, who owe them so much, had planned not to be 
with them (albeit with good reason). 

In short, I propose in early May to be here where I belong, namely at the centennial 
meeting of the Kansas Medical Society and I shall do what I can to make it a success. 
Of course, most of all, I shall enjoy visiting and reminiscing with all of you to whom 
I shall forever owe so much. 

Sincerely, 


/S/ FRANKLIN D. Murpny, Chancellor 
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EDITORIAL COMMENT 


Rueben Dalbee Joins A.M.A. 


It is with sincere regret that the Council accepted 
the resignation of Rueben Dalbec, executive assistant 
of the Kansas Medical Society for the past six years. 
On November 15 he will leave to become field repre- 
sentative for the American Medical Association, a 
position of great importance and responsibility. 

The Kansas Medical Society will miss Rueben’s 
exceptional abilities and his friendly cooperation but 
welcomes the opportunity that is opened here for him 
to widen his sphere of influence. 

Kansas feels it is a compliment that this position 
should go to a young man from this Society as we 
were complimented recently in the fact that Jim 
Reed, former editor of the Topeka Daily Capital, was 
selected to edit the excellent new A.M.A. newspaper. 

Good luck, Rueben. We know your work will 
bring credit to the A.M.A. just as it has to the Kansas 
Medical Society during the past six years. 


Sociology Textbooks 


Dr. George S. Benson, president of Harding Col- 
lege, distributes a widely read letter on various phas- 
es of democracy. In a recent issue he recommends a 
book entitled The Claims of Sociology: A Critique 
of Textbooks by A. H. Hobbs, professor of sociology 
at the University of Pennsylvania. 

In his book Dr. Hobbs evaluated 83 textbooks in 
sociology that are in wide use among the high schools 
and colleges of America. He finds a shocking situ- 
ation to exist with reference to the ideology these 
texts express. 

Dr. Benson says this book finds only 11 sociology 
textbooks that state spiritual guidance is a valid func- 
tion of religion and 33 definitely advocate the oppo- 
site view. Fifty statements in 41 texts contain critical 
comments upon traditional religion. The great ma- 
jority of these books teach the high school and col- 
lege youth of America that 

1. The outstanding characteristic of the American 
economic system is the maldistribution of wealth and 
that social planning by the government is the only 
way in which people can gain security. 

2. Social controls in family, religious, and educa- 
tion fields are irrational and need to be revised. 

3. Religion should discard mysticism, the super- 
natural, ritual, and tradition and concentrate upon 
social reform. 

4. The government owes its subjects security, 
equality, health, and happiness and that increased 
governmental controls over business and industry are 


the only solution for current problems in these fields. 

The editorial pages of this JOURNAL have long de- 
cried the apparent disinterest of physicians as parents 
in what their children are taught in the schools. 
Marked errors in the field of hygiene and physiology 
have previously been cited. Here is another example, 
quite certainly not as striking in Kansas as elsewhere, 
of textbook information that is frankly not only con- 
trary to fact but also in opposition to the ideology and 
the beliefs upon which this nation was founded. 

The Kansas Medical Society has a committee on 
School Health of which Dr. Conrad M. Barnes of 
Seneca is the chairman. Through its efforts a state 
school health council has been organized. While the 
committee is interested in all phases of school health, 
not the least among its interests is the question of 
what textbooks used in Kansas schools are teaching 
about health. 

Kansas may well be proud of its record as con- 
trasted with certain other areas in regard to the care 
that has been given the subject. But problems exist 
here also which the committee and Council propose 
to resolve. Their work should be encouraged by all 
physicians, but of even greater importance is the need 
for every parent to investigate this personally with re- 
spect to his child. Only then can America be sure 
its future citizens will understand what its founders 
believed to be worthy of their sacrifices. Only then 
can the future of democracy be assured. 


American Board of Abdominal Surgery 


Numerous Kansas physicians have been invited 
to become members of the founders’ group of the 
newly announced “American Board of Abdominal 
Surgery.’” The number of inquiries concerning the 
status of this organization prompted the Kansas 
Medical Society to make certain investigations. 

In a statement prepared by this new organization, 
the opinion is expressed that the general surgeon has 
suffered a loss each time a new surgical board is 
organized until now all that remains for his domain 
is the abdominal cavity. Hence a “board” to preempt 
that area of surgical management for the general 
surgeon. 

Your Society has no desire to engage in that dis- 
cussion because any viewpoint would quite obviously 
reflect the opinion of the author. Certain specialty 
societies came into being under circumstances not 
very dissimilar to the present situation and have, in 
the course of years, gained considerable professional 
acceptance. The principles and qualifications for 
membership are generally in line with those of estab- 
lished boards although examination is apparently not 
(always) required for membership. Since ‘Some ap- 
plicants may be required to take a written and/or an 
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oral examination,” it apparently is not even a “board” 
in the usual meaning. 

Other specialty organizations do not agree that a 
board can today spring into immediate acceptance by 
merely declaring its existence. The Kansas Medical 
Society inquired of the American Board of Surgery, 
the American College of Surgeons, and of the Council 
on Medical Education and Hospitals of the American 
Medical Association concerning this question and 
received a similar reply from each office. 

To become a recognized board listed in the Direc- 
tory of Medical Specialists, the group must have 
passed a certain investigation. This process may some- 
what retard the organization, but the 19 or some 
such number of boards currently listed in this direc- 
tory have somehow satisfied whatever was necessary. 

Replies to our inquiry were in accord. Each letter 
stated that the American Board of Abdominal Surgery 
had made no formal request for an investigation and 
had not applied for a listing in the directory even 
though it had been advised of the steps that would 
be necessary in this regard. 

Therefore, this “board,” for the present at least, 
is not recognized by the groups above named. Neither 
the American Board of Abdominal Surgery nor its 
members will be listed in the Directory of Medical 
Specialists, but what such membership may or may 
not accomplish for the individual physician now or 
in the future cannot be predicted. 


Federal Spending 


A few weeks ago the Washington office of the 
American Medical Association distributed its annual 
summary of the status of medical legislation as the 
85th Congress adjourned. This year the report re- 
quired 32 mimeographed pages to make the briefest 
possible report. A few thoughts come to mind, not 
original, but insistent enough to prompt them to be 
recorded. 

First is the increasing interest of the Congress in 
legislation affecting health. In this recent summary 
are recorded 704 bills and resolutions on health or 
about one in 30 upon all subjects. Ten years ago it 
was barely one-fourth this number. 

Second is the well known fact that certain major 
measures which did not pass will be reintroduced 
next year and that exceptional effort will be made to 
pass legislation which, in the minds of all thinking 
physicians, is frankly not in the best public interest. 

Third is the fact that the debt limit was raised to 
288 billion, the highest figure to date. Additional 
spending was reflected in many areas to a greater de- 
gree than was the 10 per cent increase of expendi- 
tures for defense. 

Fourth, this was the most expensive non-war Con- 
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gress in history, appropriating for one year almost 
double the amount spent ten years ago. 

Fifth is the contemplation of increased social se- 
curity benefits granted this year which will cost the 
employee who earns $4,800 or more and his employer 
an increase from $94.50 at present to $120 in 1959. 

Sixth is a flight of fancy upon the ominous fact 
that the federal government is spending every hour 
of every day a sum of 13 billions of dollars. This is 
at a rate of $216,666 per minute and $3,612 a second. 

Seventh comes the sobering reflection of where 
we are going and what can be done about it. 


Course on Fluid and Electrolytes 


A postgraduate course in fluid and electrolyte bal- 
ance will be conducted in Wichita on February 7, 8, 
and 9, 1959, by Dr. Belding H. Scribner, associate 
professor of medicine at the University of Washing- 
ton. Dr. Scribner, who has conducted numerous 
courses on this subject in this country and abroad, 
will be assisted by two associates from the University 
of Washington to insure that all phases of the problem 
will be covered. 

This preliminary announcement is made so that 
physicians interested in attending will know the dates. 
Further details of arrangements and tuition will be 
announced later by the Education Committee of the 
Midwest Medical Research Foundation. All licensed 
physicians will be invited to enroll. 


A.M.A. Clinical Session in Minneapolis 


More than 3,000 physicians are expected to attend 
the American Medical Association’s 12th clinical 
meeting, December 2-5, in Minneapolis. The scientific 
portion of the program will be presented in Minne- 
apolis Auditorium. The House of Delegates will 
meet at the Leamington Hotel. 

Approximately 200 physicians will participate in 
the scientific program, 35 medical motion pictures 
will be shown, and a trans-Atlantic conference 
between A.M.A. members in Minneapolis and British 
Medical Association members in Southampton, Eng- 
land, will be held. Closed circuit colored television 
will be shown, as in the past, through Smith, Kline 
and French Laboratories. 

The general practitioner of the year will be named 
at the opening session of the House of Delegates 
on December 2. 


Make hotel reservations now for the Kansas Medi- 
cal Society’s centennial session, Topeka, May 3-7, 
1959. 
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THE MONTH IN 
WASHINGTON 


Editor's Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


For many years a number of students of govern- 
ment have been searching for some way of checking 
the growth of the federa! bureaucracy and returning 
certain functions to the states. 

Two particularly vexing problems are involved. 
Because the federal government has moved into so 
many taxation areas, states complain that even if 
they wanted to regain control over certain programs, 
they would have no way of paying for them. Also, 
a fool-proof mechanism would have to be devised 
to insure that the programs didn’t break down during 
the transition and that the states would in fact keep 
up the activities after U. S. dollars stopped coming. 

If the administrative details could be worked out, 
and if Congress would agree to reverse the trend, a 
number of U. S. Public Health Service grants pro- 
grams presumably could be turned over to the states. 

President Eisenhower is deeply interested in at- 
tempting to turn the tide, and last year the adminis- 
tration came up with a concrete proposal. It was to 
make the states completely responsible for the water 
pollution control operation ($50 million annually in 
U. S. grants) and vocational education ($35 million 
a year). So the state would have money to finance 
the work, the U. S. would drop part of its tax on 
telephone service, inviting the states to levy their 
own tax. 

Congress was cool to the idea. Besides, after giving 
it more consideration, the then Secretary Folsom of 
HEW decided it wouldn’t work because the low- 
income states couldn’t realize enough from the 
telephone tax to meet the extra expenses. 

But the administration hasn’t given up hope. 
Supported by the federal-state joint action committee, 
Secretary Flemming (Folsom’s successor) is pro- 
posing a new method, one that he thinks will meet 
the problem of the low income states. 

He would shift to the states the same two pro- 
grams—water pollution control and vocational educa- 
tion. At the same time the U. S. would forego 30 
per cent of the present tax it imposes on telephone 
service and permit the states to levy this amount. In 
addition, to take care of the poor states the U. S. 
would allocate among states an amount equal to 10 
per cent of the present telephone tax, distributing 
relatively larger shares to the low per capita income 
states. 


In dollars, as explained by Secretary Flemming, 
the states would be losing $85 million in U. S. grants, 
but they would have an opportunity to collect a total 
of about $109 million on telephone service and re- 
ceive $36 million in the new grant arrangement. 

In announcing that the administration was going 
to try again to have this idea adopted, Mr. Flemming 
emphasized that both programs were of great value 
and shouldn’t be allowed to ‘drop through the cracks 
in the floor’ during the period of transition. He 
noted that under his proposal the U. S. could step 
in and make a state use the money for the specific 
purpose if it showed an inclination to collect the tax 
but spend the money scmewhere else. 

The question now is whether Congress will show 
any enthusiasm over the plan. At any rate, it will be 
opposed vigorously by the telephone industry and 
vocational education interests. The latter are fearful 
that their programs might suffer under all-state 
operation. 


Notes 


HEW is giving careful study to the Bayne-Jones 
report which proposed a doubling of U. S. medical 
research spending and early construction of 14 to 20 
medical schools. Secretary Flemming told a press 
conference that final estimates of the cost of carrying 
out some of the report’s proposals are due to be 
finished in December. 


Social Security Administration reports a sharp rise 
in volume of appeals from applicants denied social 
security benefits, mostly under the disability section 
enacted two years ago. The administration’s staff of 
referees has been increased four-fold in two years to 
handle the work load. Three times as many hearings 
are held on disability claims as on all others com- 
bined. 


With President Eisenhower's appointment of Gen- 
eral Elwood R. Quesada as administrator of the 
new Federal Aviation Agency, the American Medical 
Association is renewing its plea for an Office of Civil 
Aviation Medicine manned by a Civil Air Surgeon. 


Mounting protests from medical and other groups 
have persuaded the Post Office Department to drop 
its plan to ban the airmail shipment of etiological 
disease agents. Airlines felt there was a threat of 
breakage and possible danger to crews and plane 
passengers. PHS, the A.M.A. and others argued that 
proper packaging could control this problem. 
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Tumor Conference 


EDITED BY BONITA J. PETERSON, M.D. 


Dr. Robinson (Moderator): Malignant tumors of 
the tongue cause more deaths each year than any 
other cancer of the head and neck, including neo- 
plasms of the thyroid gland. It has been estimated 
that cancer of the tongue now accounts for 2-3 per 
cent of all human cancers. Although carcinoma of 
the tongue is said to occur much more frequently 
in men, we have seen many cases in women. Since 
1947, 37 of our 116 cases, or nearly 33 per cent, 
have been women. It is stated that a real change in 
sex incidence has occurred with a decrease of the 
ratio from 10:1 in 1925 to 2:1 in 1955. The change 
is principally due te a decrease in incidence in men, 
possibly secondary to decreased oral sepsis and syph- 
ilis.2 In one series of 245 cases* more than half of 
the primary lesions on and about the tongue in- 
volved both the tongue and the floor of the mouth 
when first recognized. 

Mr. Janzen (Junior Medical Student): This 83- 
year-old white woman had a hemiglossectomy here 
in September, 1957, for squamous cell carcinoma of 
the tongue. Four years previously she began having 
mild dysphagia and soreness of her tongue with an 
enlarging mass on the posterior third. A biopsy of 
the mass about two years later showed squamous 
cell carcinoma, and she was treated with radium 
needles for one week. The mass subsided but re- 
curred, and she was then referred here for further 
therapy. After the hemiglossectomy there was no 
evidence of recurrence or metastasis until March, 
1958, when a rapidly enlarging, 3x5 cm., oval, 
firm mass was noted in the region of the middle 
third of the sterno-mastoid muscle. ‘the mass was 
fixed to the underlying soft tissues. A chest x-ray 
and other laboratory findings were within normal 
limits. 

Dr. Santa Romana: We thought this case might 
be inoperable because of the fixation of the mass 
to the underlying soft tissues. Our neck dissection 
was indeed complicated by involvement of the ad- 
ventitia of the common carotid artery. We never- 
theless did the best extirpation we could, stripping 
out all the tissues from the clavicle to the border of 
the trapezius, including part of the thyroid gland, 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Can- 
cer Institute, U. S. Public Health Service and from the 
Kansas Division of the American Cancer Society. Dr. Peter- 
son is a Trainee of the National Cancer Institute. 


Carcinoma of the Tongue 


the deep cervical fascia, the internal jugular vein, the 
sterno-mastoid, omohyoid and digastric muscles, the 
submaxillary gland, and all soft tissues to the lower 
border of the mandible and base of the skull. 

Dr. Boley: The mass of tumor we received in- 
cluded thyroid gland at one margin invaded by 
tumor, as seen in the photomicrograph (Figure 1). 
We may, therefore, reasonably assume that some tu- 
mor was left behind. The tumor consists of strands 
and nests of poorly differentiated squamous cells in 
a dense fibrous tissue stroma. It is probable that 
metastasis was primarily to lymph nodes with direct 
extension from them into muscle, thyroid, and per- 
haps other lymph nodes. The original tumor of the 
tongue was better differentiated in some areas but 
also showed foci of poor differentiation. Carcinomas 
of the tongue tend to be neither very benign nor 
highly malignant with the incidence of metastasis 
distinctly lower among the better differentiated tu- 
mors. As might be expected, neoplasms of the pos- 
terior third of the tongue have a higher potential 


Ay 


Figure 1. Invasion of the thyroid gland by squamous 
cell carcinoma metastatic from the tongue. (x230) 
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for cervical lymph node metastases. In about 25 per 
cent of cases of carcinoma of the tongue, bilateral 
metastases are present. 

Dr. Robinson: In this case we were confronted 
originally with a tumor which had already been un- 
successfully treated by radium implantation. We 
elected to do only a hemiglossectomy at first, since 
the patient’s age and general condition did not seem 
to warrant a more extensive procedure without evi- 
dence of metastases to cervical nodes. 

Elective neck dissection for carcinoma of the 
tongue is still a matter of controversy. Statistically it 
has been shown that metastatic nodes will develop 
in about 40 per cent of patients without adenopathy 
at the time of treatment of the primary lesion.t These 
nodes usually become evident within six months. 
This fact may be considered indication for elective 
neck dissection ; however, local recurrence often makes 
the elective procedure useless. During follow-up vis- 
its to check the status of the treated primary lesion 
there is ample opportunity to detect any cervical 
lymph node enlargement and to proceed then with 
radical neck dissection.* 

In the present case the primary lesion has thus 
far been controlled, but undoubtedly there is resid- 
ual tumor in the neck, thus making postoperative 
radiotherapy desirable. 

Dr. Tice: We cannot destroy metastatic carcinoma 
in cervical nodes from the tongue or lip, but we can 
irradiate to keep metastases in check. Radium needles 
placed into cervical nodes may control metastatic 
carcinoma, but neck dissection is a better procedure 
for proved metastatic tumor of this kind. In an older 
patient like this, our depression of the tumor cells 
by radiotherapy may allow her to outlive her carci- 
noma. We plan to give 3000 r, which should pro- 
duce only a moderate skin reaction. A larger dose, 
such as 4000-5000 r, might produce ulceration of 
the skin in two or three morths. 

Student: Does the fact that this patient has re- 
ceived previous radium therapy influence your deci- 
sion to give radiotherapy now? 

Dr. Tice: When a patient has had previous radium 
therapy, anyone is hesitant to give further radiation 
to the same area, especially when the exact amount 
and placement of the needles are unknown. In this 
case, however, the previous therapy was directed 
toward the primary lesion and we will be treating 
the metastases in a different area. 

Dr. Robinson: The metastases from carcinoma of 
the tongue are confined to regional cervical lymph 
nodes in almost 90 per cent of the cases. For this 
reason it might be hoped that involvement of re- 
gional lymph nodes would not prove so discourag- 
ing as it is with cancer elsewhere in the body. Un- 
fortunately, here as elsewhere, the finding of metas- 


tases in the neck at the time of diagnosis alters the 
prognosis significantly. In addition, any malignancy 
near the midline has a poorer prognosis because of 
the increased possibility of metastasis to both sides. 

It has been shown that in most cases, palliative 
treatment does not prolong survival time. On the 
other hand, in cancer of the tongue, the five-year 
“cure” rate is more meaningful than it is for many 
other maglignant neoplasms. The ultimate outcome 
of over 95 per cent of all carcinomas of the tongue 
is apparent within five years of the onset of the 
symptoms. 


References 


1. Berridge, Frank E., and James, Arthur G.: Manage- 
ment of lingual cancer, Surg. Gyn. Obst. 103:595-606, 1956. 

2. Cade, Sir Stanford: Cancer of mouth and _ tongue, 
Northwest Med. 56:1431-1437, 1957. 

3. DuVal, Merlin K., Jiz., and Healy, Martin J.: The 
natural history and effects of treatment of cancer of the 
tongue, Cancer 9:842-847, 1956. 

4. Wawro, N. William, and Babcock, Albert: Treatment 
of cancer of the tongue at Hartford Hospital, New Eng. J. 
Med. 258:317-322, 1958. 


Annual Meeting of Cancer Society 


Dr. Larry E. Vin Zant, Wichita, was elected 
president of the Kansas Division, American Cancer 
Society, at the organization’s annual meeting in 
Wichita, October 3-5. Other officers are: Miss Georgi- 
ana Smurthwaite, Manhattan, vice-president; Mrs. 
William F. Hansen, Altoona, secretary; Mr. Arthur 
H. Saville, Topeka, treasurer, and Mr. T. M. Murrell, 
Topeka, chairman of Executive Committee. 

The American Cancer Society, represented by Mr. 
Mefford R. Runyon, executive vice-president of the 
national office, presented to the Kansas Division a 
citation for the “excellence and completeness of its 
volunteer procedural manuals.” 


Virologists from eight foreign nations are spend- 
ing nine weeks in this country this fall studying polio 
diagnostic techniques and vaccine production and 
control under the World Health Organization’s 
fellowship program. Their itinerary includes work 
at Communicable Disease Center Laboratories in 
Montgomery and Atlanta, the Institute of Micro- 
biology Polio Laboratory in Montreal, and the plants 
of three pharmaceutical companies producing vaccine 
in Detroit and Indianapolis. 

The virologists, each outstanding in his own coun- 
try, come from the U.S.S.R., Chile, Egypt, Nigeria, 
Poland, Lebanon, Austria, and French Equatorial 
Africa. 
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The Adenoviruses 


A Review of the Literature and Assessment of Findings 


SAM PETRIE, M.D., Kansas City, Missouri 


Introduction 


The common cold, acute respiratory disease, exuda- 
tive nonstreptococcal pharyngitis, and primary atypical 
pneumonia have been omnipresent sources of human 
distress for a long time. Until recently, etiology of 
these upper respiratory infections remained an un- 
solved problem. Then a group”! at the National 
Microbiological Institute and a group at the Johns 
Hopkins School of Medicine began a collaborative 
investigation of the etiology of these conditions. They 
used tissue culture systems of recent surgically re- 
moved adenoidal and tonsillar tissue with the hope 
that they would serve as suitable media for the 
growth of any viruses that might be present in the 
respiratory tract. However, through repeated sub- 
culturing of these normal tissues, a tissue degenerat- 
ing agent was found that could be serially transferred 
in tissue culture. Rowe et al.3? in 1953 were the 
first to report this agent to which they gave the name 
“adenoid degenerating agent.” 

Huebner and associates?! gave the name adenoidal- 
pharyngeal-conjunctival (APC) viruses to the agent 
they isolated. Then Hilleman and Werner!’ reported 
the recovery of a new agent from patients with acute 
respiratory illness at Fort Leonard Wood, Missouri, 
which was designated as RI-67. 

These different names for apparently the same 
group of agents led to much confusion in terminology. 
For this reason a meeting of the leading investigators 
in this field was held in New York City in May 
1956" for the purpose of establishing a standard 
nomenclature. The agreement reached was that they 
were to be called “adenoviruses,” and the members 
of the group were to be designated by serotype num- 
bers. Therefore, this terminology will be used here 
in referring to the viruses. 

The purpose of this paper is to review the litera- 
ture on this group of viruses with special emphasis 
on (1) the diseases they cause in man; (2) the treat- 
ment, if any, of the above illnesses, and (3) the epi- 
demiology of these viruses. 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a 
group judged to be the best by the faculty at the school. 
Dr. Petrie is now serving his internship at St. Luke’s Hos- 
pital, Kansas City, Missouri. 


Properties of the Adenovirus 


In the initial isolation of this group of viruses 
by Rowe et al.3? in the winter and spring of 1952 
and 1953, adenoids were obtained from operations 
on young children. Tissue culture, using the roller 
tube technique, of 33 of 53 (62 per cent) of the 
specimens observed during this period demonstrated 
destruction progressing to complete destruction of 
the epithelium in 7-10 days. The growth of the viruses 
has been found to be limited mainly to tissue cul- 
tures in which epithelial cells are present. Tissues 
that support growth of the adenoviruses are HeLa 
cells (a stock tissue culture obtained from carcinoma 
of the cervix), human embryonic tissues, monkey 
kidney tissues, and human amnion cells. The adeno- 
viruses grow slowly in cultures of fibroblasts. The 
affected cells show eosinophilic swollen nuclei with 
questionable basophilic nuclear inclusions. 

The size of the adenovirus, as determined by pseu- 
do-velocity sedimentation of the type 4 virus, was 
established to be about 109 mu. Other estimations 
of the size of the virus by electron microscopy vary 
from 70 mu to 120 mu. 

Activity of the adenoviruses is easily destroyed by 
heat (62 degrees for 30 minutes), but they can with- 
stand repeated thawing and freezing without great 
loss of activity. No loss of activity was noted by Rowe 
et al.5? after storage at 3 degrees Centigrade for a 
week or after three cycles of quick freezing or thaw- 
ing. 
Inoculation of the virus into embryonated eggs, 
suckling and adult mice, suckling hamsters, guinea 
pigs, rabbits, rhesus monkeys, and a chimpanzee have 
failed to produce any disease. 

The viruses were found to be resistant to ether, a 
useful property, making it easier to isolate the virus 
when specimens were contaminated with fungi or 
bacteria. They can be filtered through a sintered glass 
Mandler No. 14 filter with only slight loss of activity. 

Antibiotic and chemotherapeutic studies by Hueb- 
ner et al.2! showed the virus to be resistant to sul- 
fonamide, penicillin, streptomycin, chlorotetracycline, 
and oxytetracycline. 

Serological studies have demonstrated a_ soluble 
complement-fixing antigen common to all types of 
the adenoviruses which can be produced in tissue 
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culture fluids from all types of infected cells. For the 
determination of specific immunologic types, antisera 
prepared in human volunteers and rabbits have been 
found to neutralize homologous types but not others. 

A colorimetric method of typing the adenoviruses 
has been described by Lennette et al.2° which was 
compared with the neutralization test in monolayer 
HeLa cell cultures. Of 143 viruses tested by the col- 
orimetric method and neutralization tests, final re- 
sults were in complete agreement with one exception. 

Tissue cultures with adenoviruses have been noted 
to turn more markedly acid than those of other cul- 
tures such as those with polioviruses. Fisher and Gins- 
berg!® showed the lowered pH to be due to the ac- 
cumulation of lactic, pyruvic, acetic, and alpha keto- 
glutaric acids. 

Studies have also been carried out to determine the 
oncolytic effect of the adenovirus on human cancer. 
Southern et al.3* studied the pathogenicity of the type 
4 virus in a group of patients with advanced carcino- 
ma. There was no convincing evidence of cancer te- 
gression and no evidence of selective localization of 
virus in cancer tissue. 

All bacteriological and pleuropneumonia cultures 
have been negative on specimens of tissue cultures 
containing the adenoviruses. 

Table I lists some properties of the adenoviruses 
as described by Huebner et al.?" 


TABLE I 


1. Production of unique cytopathogenic changes 
in: 
a) human explant cultures (epitheliotrophic ) 
b) HeLa cells with acid production 
c) monkey kidney 
d) rabbit trachea 
. Apathogenicity for laboratory animals 
. Ether resistant 
. Filtrable (sintered glass, Mandler ) 
. Heat labile (56 degrees for 30 minutes ) 
. Resistant to antibiotics 
. Type specific neutralization 
. Group specific complement-fixing antigens and 
antibodies (not type specific ) 
9. Soluble antigen 


ND 


Types of Adenoviruses Isolated 


Since the original isolation of the adenoviruses, 
many more types have been demonstrated. Huebner 
and Rowe?® in April 1957 mention that there are 
at least 18 serologically distinct human serotypes with 
17 having been given number designations. However, 
the last cumulative list is that by Solorzana** which 


was taken from an article by Rowe®® which lists 14 
types, 12 human and 2 simian (see Table II). 


Diseases Produced by the Adenoviruses 
1. Acute Respiratory Disease 


During World War II the Commission on Acute 
Respiratory Diseases® drew attention to the entity of 
non-streptococcal pharyngitis or acute respiratory dis- 
ease (ARD) while studying respiratory illnesses in 
recruits at Fort Bragg, North Carolina. The illness 
was characterized by an incubation period of five to 
six days followed by general malaise, headache, 
cough, chilliness, and a few nasal symptoms. About 
one-fifth of the cases showed patchy pulmonary in- 
volvement primarily in the lower lobes. Investigators 
of the commission, Dingle et al. were later able to 
transmit this acute respiratory disease to volunteers 
by the inhalation of nebulized bacteria-free filtrates of 
pooled nasal and pharyngeal washings from infected 
donors. The agent causing this illness has been proved 
to be identical with the type 4 adenovirus. 

In the winter of 1952 and 1953, Hilleman and 
Werner!® observed an epidemic of acute respiratory 
disease among service personnel at Fort Leonard 
Wood, Missouri. A virus which they isolated from the 
throat washings of a patient with pulmonary involve- 
ment was called RI-67. Later serological studies of 
this virus proved it to be type 4 adenovirus. Studies 
in volunteers by transmission of the virus demon- 
strated that this disease differed both clinically and 
immunologically from the common cold and from 
primary atypical pneumonia when characterized by 
cold agglutinins. In these cases of primary atypical 
pneumonia they were able to demonstrate neither a 
rise in cold agglutinins nor agglutinins against strep- 
tococcus M.G. The incubation period and clinical find- 
ings in Hilleman’s and Werner’s cases were similar 
to those cases observed at Fort Bragg. 

Type 4 adenovirus was also isolated from military 
recruits during an epidemic of acute respiratory infec- 
tions at the Great Lakes Naval Training Center by 
Bell et al.? 

It has been noted that the adenoviruses causing 
acute respiratory disease affect people in large groups, 
such as workers in factories and particularly military 
recruits. Berge* recovered types 3, 4, and 7 from mili- 
tary recruits suffering from respiratory illnesses rang- 
ing in severity from mild febrile rhinitis to primary 
atypical pneumonia at Fort Ord, California. 

Adenovirus types 1, 2, and 5 are responsible for 
common febrile pharyngitis in the general popula- 
tion, and more than 50 per cent of infants between 
the ages of 6 and 11 months of age have been affected 
by either type 1 or 2 virus, according to Huebner and 
Rowe.?° 
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TABLE 
DIFFERENT TYPES OF ADENOVIRUSES 
Type Strain Isolated Diagnosis Isolated by 
Designation from 
1 A.D. 71 Adenoid Hypertrophied NIH (Rowe et al.) 
adenoids and 
tonsils 
2 A.D. 6 Adenoid Hypertrophied NIH (Rowe et al.) 
adenoids and 
tonsils 
3 GB Nasal Common cold NIH (Rowe et al.) 
washing volunteers 
4 RI-67 Throat Primary atypical Hilleman and 
washing pneumonia Werner 
5 AD-75 Adenoid Hypertrophied NIH 
tonsils and 
adenoids 
6 Ton. 99 Tonsils Hypertrophied NIH 
tonsils and 
adenoids 
7 Gomen Throat Pharyngitis Berge, Lennette 
washing 
8 Trim Eye swab Epidemic Jawetz et al. 
keratoconjunc- 
tivitis 
9 Hicks Stools Arthritis Kibrick, Enders 
rheumatoid 
myelitis 
10 3.3. Eye swab Conjunctivitis NIH 
11 Slobitski Stool Paralytic polio Kibrick, Enders 
type I polio 
also isolated 
12 D.C. Anal swab Niemann-Pick NIH 
disease 
13 SV. 1 Cynomolgus Monkey kidney Hull 
kidney tissue culture 
14 Bertha Stool Chimpanzee Sabin and NIH 
with mild URD 


The clinical features in Table III were observed by 
Hilleman and Werner'® in 33 patients with adeno- 
virus type 4 infection. 

As can be seen from the listed symptoms, the clini- 
cal condition of acute respiratory disease is ill-defined. 
It has been stated that an accurate diagnosis cannot be 
established without the aid of a virology laboratory. 
However, an outbreak of a respiratory infection with 
the above symptoms which is unresponsive to chemo- 
therapy should suggest the a.agnosis of adenovirus 
type 4 infection. In summary, adenovirus type 4 is 


the cause of acute respiratory disease which is prob- 
ably the same as non-streptococcal pharyngitis. 


2. Pharyngo-Conjunctival Fever 


Probably more has been written about the clinical 
features of adenovirus type 3 infection than about 
any of the other adenovirus infections. This entity is 
known as adenopharyngeal-conjunctival or pharyngo- 
conjunctival fever. 

Derrick in 194319 was the first to report on this 
clinical entity. He reported three cases of conjunc- 
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TABLE III 

Complaints Percentage 
Sore throat 90.9 
Malaise 84.9 
Fever (2-8 days) 78.8 
Chills 75.8 
Coryza 42 72.7 
Nasal congestion 56 

Dysphagia 75.8 
Cough 66.7 
Headache 66.3 
Myalgia 33.3 
Backache 27.3 
Nausea and vomiting 273 
Eyeache 18.2 
Chest pains 12.1 


tivitis with a common source of contact in a swim- 
ming pool. These were characterized by conjunctivitis, 
unilateral in onset, pharyngitis, nasal clogging, head- 
ache, spiking fever of five to seven days’ duration 
and clearing by lysis. 

Cockburn® in 1953 studied an epidemic of a dis- 
ease in Greeley, Colorado, which was called Greeley 
fever. The clinical features were conjunctivitis (uni- 
lateral or bilateral) followed in some cases by the de- 
velopment of corneal opacities, pharyngitis, myalgia, 
and pyrexia. These features varied in intensity, and 
not all were present in each case. Later in the same 
year similar infections were reported from Kansas, 
Nebraska, Missouri, South Dakota, Oklahoma, and 
other portions of Colorado. 

Studies by Bell et al.3 of a similar disease entity, 
which they found to be caused by adenovirus type 3, 
suggested that the Greeley outbreak might have been 
due to the same or a related virus. Cockburn’s™ report 
on serologic data from paired, frozen, acute, and con- 
valescent sera from 11 representative cases from the 
Greeley outbreak was consistent with this hypothesis. 
Ten of 11 sera had a rise in complement-fixing anti- 
body, and eight of nine had a rise in neutralizing anti- 
body to type 3 adenovirus. The clinical findings were 
conjunctivitis in ten of ten cases, nonvesicular pharyn- 
gitis in eight of ten cases, temperature of 101.0 de- 
grees or greater in seven of nine cases, corneal opaci- 
ties in three of eight, preauricular adenopathy in two 
of nine, cervical lymphadenopathy in ten of ten, and 
headache in seven of nine cases. 

Bell et al.? during the summer of 1954 studied an 
outbreak of 300 cases of pharyngo-conjunctival fever 
in a children’s day camp in Virginia and in neighbor- 
ing communities. Adenovirus type 3 was isolated from 
80 of these patients, and specific antibody response 
was found in practically every patient. 

The symptoms and signs of the above outbreak are 
summarized in Table IV. 

Not uncommonly the fever spiked to 103 or 104 


TABLE IV Bell et al.3 

Symptoms Percentage 
Fever 90 
Sore throat 70. 
Redeye 60 
Headache 68 
Malaise, weakness Ut 
Signs 
Fever 102-104° for 4-5 days 90 
Pharyngitis 75 
Cervical adenopathy 75 
Posterior cervical adenopathy 66 
Rhinitis 50 
Conjunctivitis 75 

a) unilateral 25 

b) bilateral 50 


degrees F. for one to ten days with a median of five 
to six days, subsided by lysis, and was often the 
chief complaint. The sore throat was often mild and 
was described as more a discomfort or scratching than 
painful swallowing. The posterior pharynx was fre- 
quently injected and prominently studded with glary 
lymph follicles. Non-tender cervical lymphadenopathy 
was common even in the absence of a sore throat. 
Conjunctivitis of mild follicular type was present for 
a few days to less than three weeks and was manifest 
by both bulbar and palpebral conjunctivitis. A serous 
exudate with some matting together of the eyelids 
and excessive lacrimation was not uncommon, but a 
purulent exudate was almost non-existent. Photopho- 
bia and retro-orbital pain were uncommon, but eye 
redness and minor discomfort were occasionally the 
chief complaint. 

No deaths occurred and no sequelae were recog- 
nized. Otitis media, non-purulent, occurred frequently 
as a part of a complication of the disease which did 
not respond well to antibiotics. Headache was a com- 
mon symptom with drowsiness and listlessness near 
the end of the febrile iilness. Occasionally muscle, joint 
and bone aches were observed, particularly in adults. 
The incubation period was from five to nine days 
with a period of communicability in the first ten 
days of the illness: Droplets, direct or indirect by 
freshly contaminated objects, appeared to be the 
method of spread of this illness, and there was a 
questionable increase in the incidence of conjunc- 
tivitis in relation to swimming. The resistance of the 
adenoviruses to chlorine is unknown. 

Sobel et al.3% reported an epidemic of pharyngo- 
conjunctival fever in a large New England boys’ camp 
in July and August of 1955. Additional features of 
this epidemic were generalized lymphadenopathy in 
15 per cent, hepatomegaly in 18 per cent, spleno- 
megaly 12 per cent, meningisms 10 per cent, and 
a primary wave of mild pharyngitis. 
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3. Epidemic Keratoconjunctivitis and Other Ocular 
Manifestations 


Epidemic keratoconjunctivitis has long been a rec- 
ognized clinical entity and is widespread with a great- 
er incidence in the orient. A review of the literature 
indicates that Beal was perhaps the first to describe 
this disease. 

The disease was first recognized in the United 
States in 1941 in the shipbuilding areas along the 
west coast and was referred to as shipyard conjunc- 
tivitis by Hogan and Crawford.18 The conjunctivitis 
spread to the United States from the Far East via 
Hawaii and subsequently caused explosive epidemics 
in industrial plants, hospitals, medical dispensaries, 
and offices throughout the United States, according 
to Thygesan et al.87 

The first evidence suggesting that adenoviruses 
might be the cause of conjunctival disease was acci- 
dental infection with type 3 virus in laboratory and 
clinical investigators at the National Institute of 
Health. Huebner and Rowe”? observed this develop- 
ment of unilateral catarrhal and follicular conjuncti- 
vitis during the autumn of 1953. This alerted work- 
ers, and several outbreaks of conjunctivitis were ob- 
served in the succeeding months. 

Jawetz et al.2?-*4 first isolated two adenoviruses 
from clinical cases of epidemic keratoconjunctivitis in 
1955. One virus, isolated from a man from the orient 
and called “Trim” virus, was later proved to be 
adenovirus type 8. The second virus was type 3. 

Ormsby et al.2® reported an epidemic of keratocon- 
junctivitis at the Ford motor plant in Windsor, On- 
tario, in 1951. Clinically these cases were charac- 
terized by follicular hypertrophy in the lower conjunc- 
tival fornix associated with pseudomembranes, marked 
tearing, and preauricular adenopathy. Eighty-nine of 
549 cases developed corneal subepithelial opacities 
which were demonstrated by focal illumination with 
a binocular loupe. One year later 29 of 61 patients 
continued to have corneal opacities with resultant 
visual disturbances. 

Clinically epidemic keratoconjunctivitis as reported 
by Jawetz et al. 3 occurs after an incubation period of 
seven to ten days with the development of an intense 
follicular conjunctivitis, sometimes a pseudo-mem- 
brane formation, accompanied by enlarged tender 
preauricular lymph nodes. Then, in most cases, five to 
ten days later corneal lesions develop. These lesions 
are characteristically small, round, subepithelial, cor- 
neal opacities without superficial ulceration or im- 
posed sensitivity of the cornea. Serious visual inter- 
ference may be caused by these opacities. There is an 
increased incidence of conjunctivitis in the summer 
months which may be related to swimming pool trans- 
mission, as was noted in the Greeley epidemic of 1951 
by Cockburn et al.7 

Adenoviruses types 3, 7, and 8 are well established 
as etiologic agents of ocular disease. Types 3 and 7 


cause acute follicular conjunctivitis with systemic 
symptoms and infrequently with corneal opacities. 
Type 8 causes epidemic keratoconjunctivitis with fre- 
quent opacities, rarely accompanied by systemic mani- 
festations. Later data reviewed by Solorzano** showed 
that 93 per cent of patients with epidemic keratocon- 
junctivitis developed antibodies against adenovirus 


type 8. 


4. Primary Atypical Pneumonia 


Hilleman and Werner!® reported cases of pulmo- 
nary involvement with acute respiratory disease. From 
the throat washings of one of these patients with a 
clinical and x-ray diagnosis of primary atypical pneu- 
monia, an adenovirus type 4 was isolated from throat 
washings. They subsequently noted that those cases of 
primary atypical pneumonia with evidence of infec- 
tion by adenovirus type 4 failed to develop cold ag- 
glutinins or agglutinins against the streptococcus M.G. 
It was then concluded by Hilleman and Werner that 
the adenovirus type 4 probably could be responsible 
for a large portion of cold agglutinin and strepto- 
coccus M.G. negative primary atypical pneumonias. 

Sterner®® reported a case of typical pneumonia in 
an eight-month-old girl. Adenovirus type 7 was iso- 
lated from the nasopharynx and feces on the seventh 
day of the illness. There was a convalescent fourfold 
increase in antibody titer from negative on the seventh 
day of illness. Berge et al.4 isolated adenoviruses 
types 3, 4, and 7 from military recruits suffering from 
respiratory illnesses ranging from mild febrile rhini- 
tis to primary atypical pneumonia at Fort Ord, Cali- 
fornia. 


5. Non-Tuberculous Juvenile Bronchiectasis 


Non-tuberculous bronchiectasis in children is ill- 
defined and is often attributed to some episode of 
pyogenic bronchitis. Macfarlane and Summerville?* 
have suggested that many cases are due to a chronic 
infection of the bronchi by the adenoviruses and that 
the persistence of the virus may cause some of the 
characteristics of the lesion. Their hypothesis arose 
from the observation of a similar respiratory disease 
in cattle called “cuffing pneumonia’ which was of 
suggested viral etiology. In cattle the disease began 
in the calf with mild peribronchial lymphocytic infil- 
tration, passed through a chronic stage with predomi- 
nant lymphoid hyperplasia, and ultimately developed 
into bronchiectasis with fibrosis. 

With this in mind they studied lobectomy speci- 
mens from patients with bronchiectasis, and the pre- 
dominant feature present in about 75 per cent of 
the cases was lymphoid hyperplasia affecting the hilar 
nodes and irregularly narrowing the lumen of the 
bronchial ramifications in the affected segments of 
the lungs. A comparison with “normal” lungs showed 
an absence of this lymphoid hyperplasia. Their find- 
ing led to the search for evidence of a virus in these 
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patients. In 11 of 18 patients investigated a sig- 
nificant rise in antibody titer was found, and an ad- 
enovirus was isolated from one case. However, on 
the basis of other studies one could expect to find 
similar serologic evidence of the adenoviruses in the 
normal population. 


6. Diseases of Lymphoid Tissue 


The adenoviruses were originally isolated from 
hypertrophied tonsils and adenoids. Rowe and Hueb- 
ner®! isolated adenoviruses from 27 of 30 (90 per 
cent) suspensions of adenoids and tonsils cultured. 
In pharyngo-conjunctival fever follicular enlargement 
of the submucous lymphoid tissue of the pharynx and 
conjunctivae with enlargement of the regional lymph 
nodes is noted. In addition the adenoviruses have been 
isolated from other diseases envolving lymphoid tis- 
sue. Rowe in 1955 demonstrated type 3 virus in the 
mesenteric lymph nodes and lungs of an infant dying 
of Letterer-Sieve disease; subsequently another “D C 
strain,” according to Rowe and Huebner,*! has been 
isolated from the stool of an undiagnosed reticulo- 
endothelial system disease resembling Nieman-Pick 
disease. Kjellen?® isolated adenovirus types 2, 3, and 
5 from stools of 6 of 82 patients with mesenteric 
lymphadenitis, and in three cases the virus also was 
isolated from mesenteric lymph nodes. 


7. Other Diseases 


Neva and Ender?® have reported the isolation of 
adenovirus type 3 from an infant with a disease re- 
sembling roseola infantum. The isolation of an adeno- 
virus in the case of Letterer-Sieve and Nieman-Pick 
disease was most likely a coincidental finding. 


Epidemiology 


Present evidence indicates that the adenoviruses 
are widespread throughout the world. Supposedly 
epidemic keratoconjunctivitis was carried to the Unit- 
ed States from the orient via Hawaii. Van Der Veen 
et al.38 reported on the occurrence of acute respira- 
tory disease caused by an adenovirus in military re- 
cruits in the Netherlands. Kjellan2® has cultivated 
adenoviruses from patients in Sweden. Balducci et al. 
reported isolation of adenoviruses from adenoids of 
patients with acute respiratory disease at Sheffield, 
England. Ormsby et al.2® have reported epidemic 
keratoconjunctivitis in Canada. The above and the 
widespread outbreaks of adenovirus infections in the 
United States, especially in military recruits, points 
out the world-wide distribution of the adenoviruses. 


Age and sex incidence. The adenoviruses are wide- 
spread and produce infection in all age groups. New- 
borns have complement-fixing and neutralizing anti- 
bodies comparable to those of the mothers. At six 
weeks the complement-fixing antibodies are gone, but 
neutralizing antibodies are still detectable. At one 
year of age neutralizing antibodies are present only 


if complement-fixing antibodies have reappeared. 
Over 50 per cent of children tested between 6 and 
12 months of age had neutralizing antibodies to at 
least one adenovirus, usually type 1 or 2. The 5- to 
9-year age group is affected most often in epidemics 
of pharyngo-conjunctival fever. The incidence of 
antibodies increases with age. Of 50 people between 
31 and 77 years of age tested by Rowe et al.,3! 
all had antibodies to at least one type and 72 per 
cent had antibodies to four or more of six types tested. 
Sex differences in attack rates are not observed in 
children ; however, in adults women are affected twice 
as often as men. This is supposed to be due to the 
fact that women are more frequently exposed while 
caring for the sick at home. 

Immunologically there is a gradual increase in the 
per cent of sera containing complement-fixing anti- 
bodies. At six months of age 20 per cent have com- 
plement-fixing antibodies. A peak of about 74 per 
cent is reached in the 18- to 25-year age group (pre- 
vious military training may alter this percentage), 
and then there is a decline to about 23 per cent in 
the 61- to 70-year age group. 

The incubation period is normally five to six days 
but may range from one to ten days. 

There is a seasonal incidence with increased fre- 
quency in winter months, but the disease is seen in 
some areas during the summer, as was the case in the 
epidemics at Greeley, Colorado,® and Virginia? where 
swimming pools were believed to be a factor in the 
spread of the adenovirus. Adenovirus infections may 
be epidemic or sporadic in form. 

The infectiousness of the adenoviruses is high dur- 
ing epidemics with attack rates between 60 to 70 per 
cent in the exposed population. The period of infec- 
tivity lasts about ten days. 

‘sue “oread of the virus is probably by person to 
person c:.ect contact or by the airborne route. Fomites 
may serve as vehicles for spread of the virus and, as 
mentioned, swimming pools are suspected sources 
of infection especially in pharyngo-conjunctival fever. 

No animal reservoir of the adenovirus has been 
demonstrated other than man. The problem of wheth- 
cr humans inight be carriers of the adenoviruses has 
not been solved. 


Preventive and Therapeutic Measures 
Available 


The acute respiratory diseases are probably respon- 
sible for more absenteeism from school, industry, 
and military duty than from any other illness. In a 
study at the University of Wisconsin by Evans,!? re- 
spiratory illnesses were responsible for 33 per cent 
of the infirmary admissions per year, the single most 
important cause of admissions. That respiratory ill- 
nesses are a major problem to the armed forces is 
pointed out by the fact that in certain recruit training 
camps the adenoviruses have been responsible for 
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up to 90 per cent of hospital admissions for respira- 
tory disease during the winter months and for up to 
60 per cent of all hospital admissions for these ill- 
nesses during the entire year, according to Hilleman 
et al.14 Since respiratory illnesses were causing such 
a tremendous time and economic burden on troop 
training centers, investigative work was started in 
order to develop an effective vaccine against the 
adenovirus. 

Huebner et al.1® were the first to describe the use 
of heat-inactivated and formalin-inactivated vaccines 
of adenovirus type 3 prepared from monkey tissue 
cultures. They studied the effectiveness of the vaccine 
in (a) producing specific neutralizing antibodies in 
the serum and (b) the prevention or modification of 
artifically induced infection and disease. These stud- 
ies were performed on 83 male inmates of an insti- 
tution. An antibody response similar to that of natu- 
rally acquired antibody levels was obtained with the 
vaccine. The vaccine was effective in reducing infec- 
tion from 90 per cent in unprotected to 27 per cent 
in vaccine-protected subjects. 

Hilleman et al.1* reported the use of a vaccine con- 
taining types 4 and 7 adenovirus in 311 recruits which 
was effective in reducing the incidence of hospitaliza- 
tions for acute respiratory illness from 23.8 per cent 
in the unvaccinated group to 4.8 per cent in the vac- 
cinated group. 

Bell et al.2 reported on the use of a trivalent adeno- 
virus vaccine (types 3, 4, and 7) in naval recruits at 
the Great Lakes Naval Training Center. They report- 
ed a 50-70 per cent decrease in the number of febrile 
respiratory illnesses in the vaccinated group when 
compared to a similar unvaccinated group. 

The above information indicates the usefulness of 
a vaccine in reducing incidence of acute respiratory 
illness in military populations. However, Evans!* at 
the University of Wisconsin found that only 2.0 per 
cent of their hospitalized cases of respiratory illnesses 
were due to an adenovirus and concluded from this 
evidence that immunization against the adenovirus 
was not indicated. 

The treatment for active adenovirus infection was 
not elaborated on in the literature. However, Cecil 
and Loeb® advocate the same general principles of 
therapy as for the “common cold.” Bed rest should be 
enforced in those with a temperature over 100.0 de- 
grees or those with some complicating chronic disease. 
Acetylsalicylic acid is given for “symptomatic” re- 
lief ; for a troublesome cough, a cough mixture con- 
taining codeine may be given. Ephedrine 1/, to 1 per 
cent may be given for nasal congestion, and the anti- 
histamines are widely used and have some beneficial 
effect on catarrhal symptoms. Antibiotics should be 
reserved for those cases in which there is a strong 
likelihood of developing a complication such as bron- 
chopulmonary infection, sinusitis, or otitis media. 

In epidemic keratoconjunctivitis special care should 
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be taken in the doctor's office to prevent spread of 
infection by contaminated instruments. Hogan" states 
that attempts to control the disease with various 
therapeutic agents have been unsuccessful. Antibiotics 
have been useful in treatment of secondary invaders. 

Thus in infections caused by the adenoviruses, as 
is true in many diseases of viral etiology, there are 
no specific therapeutic measures but only “‘sympto- 
matic treatment.” 


Summary 


A review of the literature on the recently isolated 
group of adenoviruses has been made. To date 18 
serological types of human adenoviruses have been 
isolated. They share a common complement-fixing 
antigen but produce a type specific neutralizing anti- 
body. 

The adenoviruses are responsible for those respira- 
tory illnesses described as acute respiratory disease, 
pharyngo-conjunctival fever, and probably those cases 
of primary atypical pneumonia not characterized by 
cold agglutinins or agglutinins against streptococcus 
M.G. Other diseases such as mesenteric lymphadeni- 
tis, roseola infantum, and non-tuberculous juvenile 
bronchiectasis have not been proved to be of adeno- 
virus etiology. Isolation of an adenovirus in cases of 
Letterer-Sieve and Nieman-Pick diseases was probably 
coincidental. 

The adenoviruses are widespread throughout the 
world and may be either sporadic or epidemic in 
nature but are prone to cause disease in large groups 
such as military recruits and factory workers. 

Vaccines have proved effective in lowering the 
incidence of adenovirus infection in military popula- 
tions, but their usefulness in the civilian population 
has not been proved. The systemic effects of adeno- 
virus infections are treated ‘‘symptomatically.” 
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50th Year of Tuberculosis Work 


The 50th anniversary meeting of the Kansas Tuber- 
culosis and Health Association and the Kansas 
Trudeau Society was held in Topeka, October 1 and 2. 

New officets for the Trudeau society were elected 
as follows: president, Dr. John K. Fulton, Wichita; 
president-elect, Dr. James C. Dowell, Lawrence; 
secretary-treasurer, Dr. Francis N. Lohrenz, Newton; 
members of executive group, Dr. Robert G. Loudon, 
Chanute, and Dr. William W. Abrams, Kansas City. 

Re-elected to the board of directors of the tuber- 
culosis association were: Dr. Dowell, Dr. Fulton, 
Dr. B. W. Lafene of Manhattan, Dr. H. R. Wagen- 
blast of Salina, and Dr. G. M. Martin, Topeka. 
Elected to the board for the first time are Dr. Roy 
A. Lawson, Jr., Chanute, and Dr. Calvin A. Pyle, 
Leavenworth. 

A resolution was approved commending Dr. C. F. 
Taylor, Norton, for “outstanding service” in the 
fight against tuberculosis, and he was presented a 
bronze medallion. Another resolution continued the 
group’s endorsement of the Stocklen report. 

Kansas participants in the scientific program were: 
Dr. Ralph I. Canuteson, Lawrence; Dr. Lawson, Dr. 
Pyle, Dr. Martin, Dr. Charles Pokorny of Halstead, 
and Dr. Martin J. FitzPatrick, Kansas City. 


Last year 83 Kansans died because of accidental 
burns, and 67 received the burns in their homes. The 
very young are the chief victims, according to the 
Kansas State Board of Health. 
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Economics in Medicine 


Outline of Procedures to Prevent Collection Problems 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


You have undoubtedly heard many times that the 
best way to lose a patient is to let his account become 
delinquent. For this reason it is important not only 
to your financial program but to your practice to be 
certain your collections are good. 

Many doctors don’t really know whether or not 
they have collection problems. Many who have simply 
assume that all doctors have the same trouble. Here 
are two guides to help you decide (based, of course, 
on the assumption that yours is an established prac- 
tice) : 

1. Your collection percentage should consistently 
be 95 per cent or over. (Divide your total charges in- 
to your total cash receipts for a month or a year to 
determine your collection percentage.) 

2. You should not have more than four months’ 
average charges on your books. (Total your accounts 
receivable. If the average charges total $3,000 per 
month, your accounts should not appreciably exceed 
$12,000.) 


Preventives 


If you have a collection problem you will want to 
do two things, (1) prevent further delinquencies and 
(2) collect as many delinquent accounts as possible. 
The following four rules, if carefully adhered to, will 
serve to prevent many delinquencies: 

1. Inform the patient of every charge. 

2. Send monthly statements to all patients. 

3. Have an understanding about payment of ac- 
counts with all patients who do not have an “A” 
credit rating. 

4. See that patients carry out their arrangements to 
pay by establishing proper follow-up procedures. 

On minor charges the patient can be informed of 
your fee by means of the charge slip. A recent survey 
proved that doctors properly using the charge slip 
average five per cent higher collections than those 
who do not. 

When a major fee is to be incurred, it is up to you 
to explain that fee to the patient in advance. Con- 
clude your explanation with this remark: “Any finan- 
cial arrangements you wish to make with my secretary 


Mr. Wehrenberg is Missouri-Kansas manager, Professional 
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will be perfectly all right with me.’’ Then don’t dis- 
cuss finances with the patient! 

Assuming you have the capable assistant you should 
have, that’s her job, and she can do a better job at 
it than you because she is informed of the patients’ 
credit ratings. Nothing is more embarrassing to a 
medical assistant who is trying to be effective in pro- 
moting good collections, or more damaging to your 
collections, than to have the patient say, “The doctor 
told me I could pay any time I was able.” 

Your job is to explain the fee (unless you have also 
delegated this responsibility to your assistant) and 
refer the patient to her to make arrangements for pay- 
ment. She will work out a plan that is most con- 
venient for the patient and still will assure your being 
paid in a reasonable time. 


Follow-up Procedures 


Statements should be sent monthly to all patients 
with open accounts except those requiring letters. If 
an account has gone for 90 days without service or 
payment, the patient should receive a letter. That 
letter may be brief but should be courteous and give 
the patient an opportunity to ‘‘save face” by offering 
him an excuse. Did he forget? Did he not receive the 
statements? Is there another reason? 

If no reply is received, your secretary should follow 
this letter with another in 30 days. This is continued 
for three or four months. Each letter will be a little 
more firm in requesting payment, but never impolite 
or sarcastic. Your final letter will state that the ac- 
count will have to be given to a collector unless pay- 
ment is received in ten days. 

Then, if payment is not received in ten days, the 
account must be given to a collector promptly or your 
entire education philosophy and techniques will be 
rendered ineffective. There is nothing more you can 
do. Why have your assistant spend valuable time 
(which costs you more in the long run than the 
collector's fee in most cases) trying to enforce pay- 
ment when the patient now knows you don’t mean 
what you say. Be sure you select an ethical collection 
agency and you'll have nothing to worry about in 
public relations. In fact your public relations will 
benefit from your fairness in the eyes of those pa- 
tients who sacrifice to pay their accounts and resent 
others being able to avoid paying theirs. 
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This same follow-up rule applies to patients whose 
promises have been made and not kept. The patient 
should promptly be reminded of his promise and his 
failure to keep it. If he consistently breaks promises, 
don’t waste your time with him. Notify him that his 
account is to be given to a collector unless payment 
is made, and then do so if he fails again. 

Suppose a patient makes one payment and then 
stops? Send another letter thanking him but remind- 
ing him that payments must be regular. 

As long as patients know you expect them to keep 
their promises and that you will treat them all fairly, 
most will make the necessary effort to keep their ac- 
counts current. But you must set the example. If you 
are faithful to your procedures, they will be faithful 
in their payments. 


THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor's Note. In this section the JOURNAL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


Pat on Back 


Speaking of doing things for others, Allen County 
physicians deserve a mighty nice pat on the back for 
the mass immunization program they are now carry- 
ing on for the benefit of the county’s school children. 

They aren’t getting paid a cent. In fact, it is cost- 
ing them a little money out of their own pockets. 
They don’t have to do it. Indeed, they had to go out 
of their way to make an opportunity to perform this 
service for the community. 

The vaccines are available without cost from the 
Kansas State Board of Health. But a community must 
ask for them and it must provide a method of giving 
the shots without cost to the children or their parents. 

Allen County was one of the leaders in the state in 
setting up a county-wide immunization program when 
the Salk vaccine was first available. And it has fol- 
lowed through every year since, whereas many other 
counties have fallen by the wayside. 

For a couple of years, the physicians who adminis- 
tered the shots were paid some 25c a shot by the 
county. They didn’t keep the money, personally ; they 
turned it over to the treasury of the county medical 
society. 

But for the past two years they have received noth- 
ing. Not only that, they have furnished their own 
equipment and have used up around $5 worth of 


needles and other materials apiece while doing this 
work, 

It doesn’t, of course, add up to a “sacrifice” of 
major proportions. But it certainly does add up to a 
mighty fine voluntary public service, whose value to 
the community in health protection can’t even be 
measured in terms of money. : 

One of the tragedies in this country today is the 
thousands upon thousands of children who are NOT 
getting the protection against polio, diphtheria, 
whooping cough, and tetanus that is now universally 
available—just through carelessness, neglect, or plain 
inertia. 

But it’s not happening in Allen County. And the 
county health officer and the county physicians de- 
serve all the credit—Jola Register, October 15, 1958. 


A.M.A. Office Remodeling 


The American Medical Association, largest medical 
organization in the world with 171,000 physician 
members, has contracted for a $2,000,000 moderniza- 
tion program of its headquarters building at 535 
North Dearborn Street, Chicago. 

The building, on the northeast corner of Dearborn 
Street and Grand Avenue, is the hub of the A.M.A.’s 
professional and public services and houses a staff of 
650. 

The contract for the work has been signed with 
Great Western Contracting Company, Chicago, and 
the job of remodeling the nine-story gray granite 
building will get underway immediately. 

The contract calls for installation of new lobbies, 
entrances, air conditioning and automatic elevators, 
and for complete modernization of all corridors and 
offices, with dropped acoustic ceilings, fluorescent 
lighting, new flooring, new walnut paneling, and 
glass partitions. 

The job will require 24 months and will provide 
adequate meeting space and restaurant facilities for 
employees and visiting physician members. 

The A.M.A. has occupied its present site, with 
many expansions, since March 1902, when it pur- 
chased its first piece of land, 100 feet on Dearborn 
Street and 80 feet on Grand Avenue, then known as 
Indiana Street, for $42,000. 

On this plot were five rather old two-story and 
basement buildings. They were torn down and a new 
three-story brick and stone building was erected at 
a cost of $35,000. More adjacent ground was pur- 
chased in June 1903 and shortly after that additions 
to the building were made. 

The present structure, including a small audi- 
torium, was completed in 1937, with a six-floor 
addition in 1947. 
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PHYSICIANS’ ACTIVITIES 


Dr. J. S. Reifsneider, Wichita, was in Brussels, 
Belgium, in September to attend the International 
Congress of Ophthalmology. 


“Problems of the Aging” was the subject covered 
by Dr. Ralph E. White, Garnett, in an article writ- 
ten for the Anderson Countian last month. It was 
one of a series designed to show residents of the 
area the necessity for providing a home for the 
aged. 


A feature story in the Topeka Daily Capital in 
September paid tribute to Dr. Irene A. Koeneke, 
Halstead, and described her practice, travels, and 
interests. 


Plans to close his private office have been an- 
nounced by Dr. Walter Stephenson, Norton, who 
reports he will remain on the staff of the Norton 
Sanatorium. 


Dr. Ellis Duncan, who has been practicing in 
Burlington, has announced plans to move to Oska- 
loosa, Iowa, where he will join a clinic group and 
specialize in surgery. 


Dr. Raymond G. House, Wichita, attended a 
postgraduate course at Harvard Medical School last 
month. 


“Recent Developments in Medicine’’ was the sub- 
ject chosen by Dr. Jack Catlett, Emporia, for a 
talk at a recent meeting of the Emporia Kiwanis 
Club. 


Dr. R. R. Snook, McLouth, one of the first physi- 
cians to be located in a small town under the ‘‘Kan- 
sas Plan,” was guest of honor at a surprise party 
in McLouth on October 5, the occasion marking his 
tenth anniversary of beginning practice there. 


The Public Health Service recently assigned Dr. 
Harry Allen to the Kansas State Board of Health 
to work on chronic diseases. He holds a master of 
public health degree from Harvard and has been 
with the Public Health Service two years. 


Dr. Josaphyne Davis, health officer in Franklin 
County, has resigned that position because of poor 
health. 


A husband and wife team, Dr. Adrian Duffy 
and Dr. Eileen Duffy, recently joined the medical 
staff of the Osawatomie State Hospital. Both were 
educated in Ireland and came to this country to 
serve their internships at Mount St. Mary’s Hos- 
pital, Niagara Falls, New York. 


Dr. Harry Ricketts, a graduate of Tulane Uni- 
versity who has completed a surgical residency at 
St. Luke’s Hospital, Kansas City, Missouri, has 
moved to Ottawa to practice in association with 
Dr. John F. Barr and Dr. Robert A. Gollier. 


A talk on the adrenal glands was presented by 
Dr. Fred Doornbos, El Dorado, at a recent meet- 
ing of the Graduate Nurses Club of that city. 


Dr. Charles Rombold, Wichita, presented a pa- 
per, “Trochanteric Bursitis, Snapping Hips, Sprains 
of Hip,” at a meeting of the American College of 
Surgeons in Chicago last month. 


Among speakers at the annual meeting of the 
Kansas Division of the American Cancer Society, 
held in Wichita last month, were Dr. Robert E. 
Stowell, of the University of Kansas Medical Cen- 
ter; Dr. D. Cramer Reed and Dr. Wilbur G. 
Cauble, Wichita, and Dr. George A. Westfall, 
Halstead. 


Dr. Mildred Passmore, who recently completed 
work in pediatric hematology at Charity Hospital, 
New Orleans, has announced plans to practice at 
the Snyder Clinic, Winfield. 


Dr. Donald E. Wilcox, of the Kansas State 
Board of Health, attended a five-week course in 
field epidemiology at the Public Health Service 
Communicable Disease Center in Atlanta recently. 


A talk on medical hypnosis was given by Dr. 
C. Ray Athey, Wichita, at the annual convention 
of the Kansas Schools of Student Nurses Associa- 
tion in Pittsburg last month. 
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Dr. Edwin P. Deal, Pretty Prairie, has been em- 
ployed by the commissioners of Reno County as 
county physician. 


Dr. Calvin J. Zerwick, a diplomate of the 
American Board of Surgery, moved to Kansas re- 
cently and is now practicing in Arkansas City. He 
recently completed a course at the Sloan-Kettering 
Institute of the Cornell University Medical College 
under a research fellowship. 


Dr. Charles W. Graham, radiologist at St. 
Thomas Hospital, Colby, gave an explanation of a 
radiologist’s work at a recent meeting of the Colby 
Lions Club. 


“Diagnostic X-rays’ was the subject discussed by 
Dr. E. M. McCusker, Halstead, at a recent meet- 
ing of the Harvey County Medical Assistants So- 
ciety in Newton. 


Dr. Donald D. Dieter, former Salina surgeon, 
is now practicing in Eustis, Florida, as a member 
of the staff of the Eustis Clinic. 


Dr. H. A. Anderson, Wichita, was elected 
to membership in the Clinical Orthopedic Society 
at the organization’s meeting in Denver, Octo- 
ber 2-4. 


Dr. Vernon E. Wilson, associate dean of the 
University of Kansas School of Medicine, was one 
of the speakers at a youth health conference held 
in Concordia last month. 


A physician who has been practicing in Stafford 
during the absence of Dr. O. W. Longwood, 
Dr. Howard Gard, is now serving in the Navy 
and expects to be stationed at Pearl Harbor for 
two years. 


Dr. Douglas Ferraro, formerly of Providence, 
Rhode Island, is now associated with the Lattimore- 
Fink Laboratories in Topeka. 


Dr. Robert H. Riedel, of the Kansas State Board 
of Health, has been named director. of the Division 
of Local Health Services for the board. 


A new physician in Minneola is Dr. William 
James Porter, now associated in practice with 
Dr. D. L. Richardson. Dr. Porter received his med- 
ical degree from the University of Kansas in 1951, 
served his internship at St. Joseph Hospital, Kansas 
City, Missouri, and has since been in practice in 
Independence, Missouri, specializing in obstetrics 
and gynecology. 


Dr. Frances Schiltz recently became director of 
the American Red Cross Blood Bank in Wichita. 


A talk on ethics was given by Dr. William J. 
Reals, Wichita, at the October meeting of the Cow- 
ley County Medical Assistants Society in Winfield. 


DEATH NOTICES 


JOHN RAYMOND SHUMWAY, M.D. 


Dr. John Raymond Shumway, 80, Pleasan- 
ton, died at a Fort Scott hospital on October 2 
after a long illness. A graduate of the Kansas 
City Medical College, Dr. Shumway practiced 
in Home City before moving to Pleasanton in 
1917. He retired more than two years ago after 
suffering a stroke. 


PAUL ERNEST KoERBER, M.D. 


An 82-year-old physician, Dr. P. E. Koerber, 
Russell, died there on October 6 after having 
been hospitalized more than two years. He had 
practiced in Russell from 1918 until poor 
health forced his retirement. A native of Ger- 
many, he was graduated from the University of 
Munich. He established his first practice in this 
country in Nebraska in 1899. He had been an 
honorary member of the Central Kansas Medi- 
cal Society since 1943. 


FRANK A. KINNAMON, M.D. 


Dr. F. A. Kinnamon, 79, Concordia physi- 
cian for 34 years and Cloud County coroner 
and health officer for the past 15 years. died on 
October 9 after suffering a heart attack. A 
graduate of Kansas Medical College in 1913, 
he practiced in Jewell City for 11 years before 
opening his office in Concordia. For a 12-year 
period he was a member of the Concordia 
Board of Education. 
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Seven Kansas physicians became fellows of the 
American College of Surgeons at a meeting held in 
Chicago last month. They are: Dr. Don R. Miller 
and Dr. Earl C. Sifers of Kansas City; Dr. 
Homer B. Russell, Great Bend; Dr. George J. 
Millet, Larned; Dr. John G. Esch, Pittsburg; 
Dr. Robert E. McCall, Jr., Wadsworth, and Dr. 
William R. Miller, Wichita. 


Dr. John B. Jarrott, Hutchinson, discussed or- 
thopedic surgery and disability ratings at a recent 
meeting of the Kansas Claims Association in 
Hutchinson. 


An award was recently presented to Dr. H. Pres- 
ton Palmer, Scott City, in recognition of his 15 
years of service to the selective service program in 
his tri-county area. 


Dr. Ralph S. McCants, formerly with the Latti- 
more-Fink Laboratory in Topeka, has moved to 
Sayre, Pennsylvania, and is there associated with the 
Guthrie Clinic. 


A paper by Dr. DeMerle E. Eckart, Hutchinson, 
“Sodium Pentothal Solution, an Adjuvant in the 
Treatment of Acute Alcoholism,” published origi- 
nally in the JOURNAL OF THE KANSAS MEDICAL 
Society in August 1954, will be included in a 
collection of papers at the Library of the Yale Cen- 
ter of Alcohol Studies Archives of Alcohol Litera- 
ture. The collection is assembled and maintained 
for research purposes. 


COUNTY SOCIETIES 


Members of the Shawnee County Medical Society 
entertained their wives at a dinner meeting at the 
Hotel Jayhawk, Topeka, on October 6. The program 
was presented by a panel of four speakers who dis- 
cussed legal adoptions: Judge E. Newton Vickers; 
Dr. Edward D. Greenwood, coordinator of training 
in child psychiatry at the Menninger Foundation; 
Miss Marie Scott, social worker for the Kansas Chil- 
dren’s Home and Service League, and Miss Ruth 
Elsenratt, of the Child Welfare Division, Kansas 
State Department of Social Welfare. 

Honored at the meeting was Dr. W. L. Warriner 
on the occasion of his 96th birthday..Dr. Warriner 
is thought to be the oldest practicing physician in 
the state. 


Dr. Robert Weber, assistant professor of medicine 
of the University of Kansas School of Medicine, was 
guest speaker at a meeting of the Sedgwick County 
Society held in Wichita on October 7. He discussed 
staphylococcus infection and the use of antibiotics. 


The Auxiliary in Cowley County was entertained 
by the medical society at a dinner meeting at the 
Winfield Country Club last month. Separate sessions 
were held later with Dr. Averill Stowell, Tulsa, ad- 
dressing the physicians on whiplash injuries of the 
neck. 


Thirty-eight physicians attended a meeting of the 
Central Kansas Medical Society in Russell last month. 
Two physicians from the University of Kansas School 
of Medicine presented the program, Dr. Frank 
Masters speaking on “Facial Trauma” and Dr. Lynn 
Litton on “Injuries of Joints with Stress on Athletic 
Injuries.” 


Dr. Arnold H. Baum, president of the Ford County 
Medical Society, presented an honorary membership 
in the society to Mr. Milburn Stone, television actor 
who plays the part of “Doc” Adams in the ‘Gun- 
smoke”’ cast, when a group of television stars visited 
Dodge City last month on a “Return to the Santa Fe 
Trail’ junket. Dr. Thomas P. Butcher, president, rep- 
resented the Kansas Medical Society at the event. 


Dr. Roscoe F. Morton, Arkansas City, was elected 
president of the Cowley County Medical Society at a 
meeting held in September. Other officers are: Dr. 
Carroll D. Behrhorst, Winfield, vice-president, and 
Dr. Bruce G. Smith, Arkansas City, secretary-treas- 
urer. 


The Riley County Medical Society has gone on 
record as favoring a bond issue for funds to con- 
struct a home for the aged of the county. 


Physicians at the Schilling Air Force Base Hospital, 
Salina, were hosts at the September meeting of the 
Saline County Medical Society. The program consist- 
ed of a panel discussion on acute chest injuries with 
Dr. William E. Mowery, Salina, as moderator. Panel 
members included Dr. Dan Greer, Cheyenne, assoc- 
iate professor of surgery at the Colorado University 
Medical Center; Dr. Ben Eiseman, Denver, professor 
of surgery at the same school; Dr. Bernard Brungardt, 
Salina, and Dr. G. Sherman Ripley, Jr., Salina. A 
social hour and dinner completed the day’s program. 


| 
| 
| 
| 
| 
| 
| 
| 
: 
] 
| 
q 
| 
H 
| 
| 
| 
4 
j 
] 
‘ 


NOVEMBER, 1958 525 


The Bourbon County Medical Society was made 
the beneficiary of an estate estimated to total at least 
$20,000, according to an attorney who has filed for 
probate the will of Mrs. Maude Carpenter LePard, a 
former Bourbon County resident who died last 
month. The will provides that the money is to be 
used by the medical society, at its discretion, for 
children of Bourbon County. 


BOOK REVIEWS 


Diseases of the Esophagus. By ]. Terracol, M.D., 
and Richard H. Sweet, M.D. Published by W. B. 
Saunders Company, Philadelphia. 682 pages, illus- 
trated. Price $20. 


With the French author's understanding cooper- 
ation, Dr. Sweet has rearranged and added to the 
translated 1951 second French edition of Professor 
Terracol’s “‘Les Maladies de L’Esophage.”” The Ameri- 
can edition thus represents the best features of the 
endoscopist’s original volume, blended nicely with 
Dr. Sweet’s extensive knowledge and experience in 
esophageal surgery. The result is a well documented, 
thorough, detailed (but not stuffy) , methodically pre- 
sented, clearly written and adequately illustrated 
study of the esophagus, its diseases, and their treat- 
ment. 

Besides Professor Terracol, some 11 French authors 
contributed significantly to various sections of the 
second French edition. Moreover, the unusually 
broad reference base on which the volume is con- 
structed is evidenced in the bibliography’s 72-page 
length. The bibliography itself is probably the finest 
collection of references to the literature on the esoph- 
agus available anywhere, and its usability to the 
American reader is only slightly hampered by the 
fact that the references—even to the American 
literature—have been left un-retranslated from the 
French. 

The 408 illustrations include 85 new ones with 
many roentgenographic reproductions and anatomical 
drawings, as well as operative sketches, many of these 
from Dr. Sweet’s previous publications. Three full 
color plates present multiple views of the normal 
and (especially) the pathological esophagus. 

So well planned and written is this book that it 
is difficult to single out individual chapters for 
comment. However, the chapters dealing with malig- 
nant tumors and their treatment and with esophago- 
spasm and megaesophagus (achalasia) reflect in- 
tense interest on the part of the authors. 

The chapters on anatomy, physiology, roentgen 
examination of the normal esophagus, and on esoph- 
agoscopy and esophageal biopsy are unusually 


thorough and detailed. Those on congenital malfor- 
mations and alterations in position, changes in con- 
tour, and compression give proper stress to embry- 
ology. Diverticula and abnormalities of the vein are 
thoroughly discussed and their surgical treatment is 
well illustrated. The relatively short but concise sec- 
tions on acute corrosive esophagitis and cicatricial 
stenosis should be read by all physicians seeing such 
cases at any time. 

Other chapter titles include: instrumental explora- 
tion (bougienage) ; atony and paralysis; acute and 
chronic non-specific esophagitis; esophageal abscess ; 
phlegmonous esophagitis, periesophagitis and medi- 
astinitis; non-specific ulcerations; specific infections ; 
disorders associated with diseases of the skin and 
mucous membrane; esophageal substitution ; acquired 
communications with the air passages (esophagotra- 
cheal and esophagobronchial fistulae) ; rupture and 
external injury; instrumental perforations (endo- 
scopic injuries, etc.) ; foreign bodies; extraction of 
foreign bodies from the esophagus, and benign tumors. 

An appendix supplies diets for patients with var- 
ious degrees of obstructive dysphagia, derived from 
the Diet Manual of the Massachusetts General Hos- 
pital. 

Diseases of the Esophagus is a must for every 
general reference library and should be a helpful ad- 
dition to the bookshelf of every practitioner dealing 
specifically with the esophagus in any fashion.— 
B.M.P. 


A Method of Anatomy. Sixth Edition. By ]. C. 
Boileau Grant. Published by Williams and Wilkins 
Company, Baltimore. 879 pages. Price $11. 


The sixth edition of this outstanding Method of 
Anatomy has been completely revised throughout. 
Considerable new material has been added, especially 
dealing with matters of clinical importance such as 
lubrication of joints, electromyography, mechanics 
of the foot, the neurovascular hila of muscles, the 
lymphatics, the eruption of teeth, and newer knowl- 
edge concerning the fusion times of epiphyses. There 
are 34 new illustrations. One of the new features is 
the cross references which eliminates much of the 
repetition found in earlier editions. 

The new international anatomical nomenclature re- 
places the old B. N. A.; where these terms differ, the 
supplanted term is given in brackets. This is done to 
pass over gently and effectively the transition that 
inevitably must occur. To bring cosmos out of chaos 
is truly a great step forward. This is done by reducing 
30,000 words used throughout the anatomical world 
to 5,000. This was accomplished by following the 
simple rules listed below: 

1. Each part carries only one name. 
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2. Each term is in Latin. 

3. It is expressed in terms as short and simple as 
possible. 

4. There is no speculative interpretation in the 
terms. 

5. Related terms are used throughout, such as, 
femoral artery, femoral vein, nerve. 

6. Adjectives are used as opposites such as, major- 
minor, superior-inferior. 

One can say that throughout the sixth edition the 
author has given to the American student a truly 
“reasonable” approach to anatomy. By diagram and 
line drawings of regions of the body, Dr. Grant has 
admirably presented this difficult science. His atlas 
supplements the “method.” 

For the beginner this is a delightful guide. For a 
seasoned practitioner the ‘‘method” not only holds its 
claim but is a ready guide to complicated areas easily 
lost to memory if not continually used. 

It is fitting that I quote the first paragraph of the 
first edition. 

“The study of human anatomy may be attempted in 
either of two ways. One consists in collecting facts 
and memorizing them. This demands a memory 
which is wax to receive impressions and marble to 
retain them. Even so endowed a student will not 
master the infinite complexities of the subject. The 
other way consists in correlating facts, that is, study- 
ing them in their mutual relationships. This leads 
inevitably to the apprehending of the underlying 
principles involved, and the ‘raison d’étre’ of such 
relationships. The student will thus learn to reason 
anatomically and will find the acquisition of new and 
related facts an easier task. It is the purpose of this 
book to lead the student to approach the subject from 
this viewpoint, and it involves certain departures 
from tradition.” 


ANNOUNCEMENTS 


Part I examinations, American Board of Obstetrics 
and Gynecology, January 16, 1959. Case abstracts 
must be submitted before examination. Bulletins out- 
lining requirements available from Dr. Robert Faulk- 
ner, 2105 Adelbert Road, Cleveland 6, Ohio. 


American College of Chest Physicians offers three 
cash awards, $500, $300 and $200, for winning 
essays on diagnosis and treatment of chest diseases. 
Contest open to undergraduate medical students. Con- 
test closes April 15, 1959. Write the College, 112 
East Chestnut Street, Chicago 11, Illinois. 


Postdoctoral research scholarships in the field of 
neuromuscular diseases available through Sister Eliza- 
beth Kenny Foundation, 2400 Foshay Tower, Min- 
neapolis 2, Minnesota. Appointments made annually. 
Stipends for five-year periods at rate of $5,000 to 
$7,000 per year. 


Postgraduate course, ‘Reconstructive Surgery of 
the Nasal Septum and External Nasal Pyramid,” 
White Memorial Hospital, Los Angeles, January 6-16 
with week-end free. Sponsored by College of Medical 
Evangelists and Southern California School of Medi- 
cine. Course directed by Dr. Maurice H. Cottle, Chi- 
cago Medical School, with cooperation of American 
Rhinologic Society. Information available from Dr. 
Leland House, 435 South Soto Street, Los Angeles 


33. 


Symposium, ‘Treatment of Lymphomas and Leu- 
kemias,”’ Skirvin Hotel, Oklahoma City, December 6, 
9:00 a.m. until 5:00 p.m., under sponsorship of 
American Cancer Society, Oklahoma Division. Speak- 
ers: Dr. William Dameshek, Boston; Dr. Leon 
Dmochowski, Houston; Dr. Leon O. Jacobson, Chi- 
cago; Dr. Wayne Rundles, Durham, North Carolina. 


International College of Surgeons, 24th annual 
congress, Palmer House, Chicago, September 13-17, 
1959. 


Second World Conference on Medical Education, 
sponsored by World Medical Association, Chicago, 
August 20-September 4, 1959. Theme—'‘Medicine, 
a Lifelong Study.” 


National Institute of Mental Health, Bethesda 14, 
Maryland, offers grant support for training program 
for physicians for two purposes: (1) to foster de- 
velopment of postgraduate training in psychiatry and 
(2) to provide support for physicians in practice 
who wish to become psychiatrists. Stipends available 
up to maximum of $12,000 per year. Direct inquiries 
to Dr. Seymour D. Vestermark, Chief, Training 
Branch. 


CLASSIFIED ADVERTISEMENTS 


WANTED—General practitioner or internist to organize geri- 
atric group in larger city. To start soon. Write the JourRNAL 
12-58 
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when psychic. 


symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 


Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 


for the management of both major and 
minor emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 


*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 
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ADVERTISEMENTS 


IF YOU WANT A REAL 
THIRST QUENCHER... 


IF YOU HANKER FORA 
FRESH, CLEAN TASTE... 


IF YOU WANT A QUICK, 
REFRESHING LIFT... 


= 
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othing does like Seven-Up! 


in 1 the « common cold. 
other upper respiratory infections q 

@ 
analgesic 
e antipyretic. 
*e antihistaminic | 
° mood-stimulating 


the gnly prepatation to con- 
tain penicillin to; 


Supplied: ‘vials 36. Eath contains: Penigtitih Vv (100,000 62.5 mg,: 
amide, 194 mg.; promethazine HCl, 6.25 mg.; 130 mg.; sulfate, 3 mg. : 


Pen. 


@ 
Penicillin Vv, Salicylamide, Promethazine Sulfate Philadelphia 1, Pa. 
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Squibb Standardized Whole Root Rauwolfia Serpentina 


“successful ther py 


Raudizxin helps Raudixin helps 
you relieve — | you relieve 
pressures in _ tae pressures on 
your patients your patients 


Raudixin “relieves 
anxiety and tension, 
particularly the 
tension headache 

of the mild 
hypertensive patient, 
better than 

any other drug.’’* 


Raudixin “lowers 

blood pressure and slows 
the pulse rate much 

more efficiently than the 
barbiturates. ... It is not 
habit-forming and is 
synergistic with all other 
known hypotensive drugs.”* 


is the sc li pas 
| 
Basa line therapy with Raudiain permits lower tos. 


ADVERTISEMENTS 


P yribenzamine’ EXPECTORANT 


breaks cough 


even persistent cough 


Patient, factory worker, 

age 43, had suffered for 
months with persistent, 
dry cough, which he termed 
“smoker's hack.” 


Cough frequently 
interrupted his sleep, 
causing him to be nervous, 
irritable; his job efficiency 
was impaired, 


Chest X-ray was negative 

and the plant physician 
prescribed PYRIBENZAMINE 
EXPECTORANT with 
Ephedrine. Patient noticed 
almost immediate relief— 

a week later felt 
“considerably better.”” 


Pyribenzamine Expectorant with Ephedrine provides a unique combination of antitussive agents, 
which work three ways at once to break up the persistent cough: Pyribenzamine relieves histamine- 
induced congestion throughout the respiratory tract; ephedrine relaxes the bronchioles and makes 
breathing easier; ammonium chloride liquefies mucus, relieving dry cough and promoting productive 
expectoration. 

Supplied: Pyribenzamine Expectorant with Ephedrine, containing 30 mg. Pyribenzamine citrate (equivalent to 20 mg. 
Pyribenzamine hydrochloride), 10 mg. ephedrine sulfate and 80 mg. ammonium chloride per 4-ml. teaspoon. 


Also available: Pyribenzamine Expectorant: with Codeine and Ephedrine, same formula as above 
with the addition of 8 mg. codeine phosphate per 4-ml. teaspoon (exempt narcotic). C 1 B A 


Pyribenzamine® citrate (tripelennamine citrate CIBA) 2/268oun SUMMIT, N. Jd. 
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RADEMAI 


é 


Convenient plastic, 
unbreakable squeeze bottle. 
Leakproof, delivers 


DECONGESTIVE 
_ Neo-Synephrine® HCl 0.5% 


ANTI-INFLAMMATORY 
Hydrocortisone 0.02% 


ANTI-ALLERGIC 
Thenfadil® HCl 0.05% 


“ANTIBACTERIAL 
Neomycin (sulfate) 
1 mg./ce. 
(equivalent to 
0.6 mg. neomycin 


POTENTIATED ACTION for 


Polymyzin B 


(as sulfate) ee 
3000 u/ce. better clinical results 


“COLDS 
SINUSITIS 
ALLERGIC RHINITIS 


(brand of thenyidiomine), 
trademarks reg. U.S. Pot. Off. 


4 
| 
+5 j 
| 
{ 
\ 
4 


ADVERTISEMENTS 


whenever 
he 
starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


inits® 
me. 
nits? 
me. 
1.5 me. 
Vitamin 
Vitamin B-12 Activil meg. 
There’s nothing easier to give ms. 
or take- me. 
than Delectavites. ping 
A real treat... me 
the children’s favorite... 
tops with adults, too. 
ose: One Nugget per day 
Supplied: Boxes of 30-one 
LABORATORIES, INC, Cones of 
WHITE 


KENILWORTH, N. J. family package. 
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ADVERTISEMENTS 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


pneumonitis 
adenitis 
sinusitis 
otitis 


bronchitis 


COMBINES: Traditional components for re- 
lief of the annoying symptoms of early upper 
respiratory infections... 

PLUS: Protection against bacterial compli- 
cations often associated with such conditions. 


TABLETS (sugar coated) 

Each contains: 

ACHROMYCIN®* Tetracycline 125 mg. 
120 mg. 


Caffeine ..... SO Mg. 
mg. 


Chlorothen Citrate 25 Mg. 
Bottles of 24 and 100. 

SYRUP (lemon-lime flavored, caffeine-free) 

Each 5 ce. teaspoonful contains: 


ACHROMYCIN* Tetracycline equivalent to 
Tetracycline HC] 1235 mg. 


Phenacetin ........ 

Salicylamide ..... 150 mg. 

Ascorbic Acid (C) 25 mg. 

Pyrilamine Maleate 15 mg. 

Methylparaben ... 4 mg. 
1 mg. 


ylparaben . 
Bottle of 4 fi. oz. 


Adult dosage for ACHROCIDIN Tablets 
and new caffeine-free Syrup is two tablets 
or teaspoonfuls of syrup three or four times 
daily. Dosage for children adjusted accord- 
ing to age and weight. 

Available on prescription only. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


*Reg. U.S. Pat. Off. 
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For dietary management of serum cholesterol... 


Corn Oil 


...a natural food and the only readily avail- 


EASY AND PLEASANT 
TO ADMINISTER 


Mazola Corn Oil, a highly palat- 
able natural food, can easily be 
included as part of the everyday 
meals...simply and without seri- 
ously disturbing the patient’s 
usual eating habits. 


EFFECTIVE 


Extensive recent clinical findings 
now show that serum cholesterol 
levels tend to be lower when an 
adequate amount of Mazola Corn 
Oil is part of the daily meals... 
high levels are lowered ...normal 
levels remain normal. 


Available 


able vegetable oil made from golden corn 


_,..Tich in important unsaturated fatty acids, 
: contains 56% linoleic acid 


PREFERRED 

Nutrition authorities commonly 
recommend that from one-third 
to one-half of the total fat intake 
should be of the unsaturated type, 
whenever serum cholesterol con- 
trol is a problem. The high con- 
tent of important unsaturated 
fatty acids in Mazola, plus its 
other desirable characteristics, 
make it the oil of choice. 


UNMATCHED QUALITY 
A superlative cooking oil, a de- 
licious salad oil, clear, bland and 
odorless... adequate amounts of 
Mazola can be eaten daily as a 
natural food in a wide variety of 
salad dressings as weil as in 
cooked, fried and baked foods. 


Calories 
Unsaturate 


Please use this coupon for ordering: Y 


4. Suggestions for practical diets. 


%. The nature of the active components in vegetable oils. 


service Jor Physicians by Corn Products Co. “», 


REVIEW Corn Products Company 
‘ : 17 Battery Place, New York 4, N. Y. 
et 
Unsaturated Fats ¢ Please send me a free copy of your latest reference book, 
and Serum Cholestero]’’ ; “Unsaturated Fats and Serum Cholesterol.” 
prehensi f research fin and ‘° Name 
The toot the following subjects. 
4. The occurrence and behavior of cholesterol in the «¢ Addr 
human body. 
of different dietary fatg on serum cholesterol State 
2 


Technical Pamphlet, “Facts about MAZOLA Corn Oil," also available. 


*e Provides technical information on chemical and physical properties. 
Sp: Check here if you wish @ copy of this pamphlet. O 

ee ee ee 


q 
: 
| 
CORN 
: 
| 
Gm.) vw“ 
| | of MAZOLA | 
{ 
4 
e 
| 
H 
e I 
| 
: 
i 
 Prepa 


38 ADVERTISEMENTS 


now—an antibiotic troche that 


The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


Pentazets 


antitussive—antibiotic -anesthetic—analgesic troches 


m@)o MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Supplied: In vials of 12. ’ 
PENTAZETS is a trademark of Merck & Co., Inc. 


. 


if you were 
in the rheumatoid S shoes, 


Doctor... 


wouldn’t you want a steroid 
with a proved record ; 
of safety and success? : 


you can count on rapid relief from pain, swelling and stiffness followed 

by functional improvement and maintained on an uncomplicated, 

low-dosage regimen with minimal chance of side effects} 

and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids{ 


tRound-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. Wi a 


METICORTEN, 1, 2.5 and 5 mg. white tablets. FA 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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ADVERTISEMENTS 


PREVENT 


both cause and fear 


ANGINA 
ATTACKS 


proven 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ =f PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.””! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 43B 
1. Friedlander, H. S.: The role of ataraxics in cardiology. Am. J. Card. 1:395, March 1958. 

2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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ADVERTISEMENTS 4] 


regardless 
etiology 


MERCK SHARP & DOHME 
. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Caxuourcu is a trademark of Merck & Co., Ino. 
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ACHROMYCIN:V 


Tetracycline and Citric Acid Lederle 


A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
ACHKOMYCIN V, 


The reason for this decided preference 
is simple. 


For more than four years now, you and 
your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and, more recently, 
AcHROMYCIN V tetracycline and 

citric acid. 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 
significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
Acuromycin V—the choice of 
physicians in every field and specialty. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Irritability and 


MONODRAL 


TABLETS 
» ANTICHOLINERGIC SEDATIVE 


adob contro peracidi 
permotility. Spasmolysis. Prompt 


times daily. “Other gastrointestinal dis- 


For unsurpassed results in PEPTIC ULCER 
prescribe Monodral with Mebaral in conjunction 


with 
7 PIONEER 
ALUMINUM 
HYDROXIDE GEL 
e Fast Acting Reactive Gel Creamalin liquid — 8 and 16 fl. oz. 


e Protective Coating Creamalin tablets — bottles of 50 and 200. 


_Functional and Organic Control i 
4 
: 
Monodral bromide....5 mg. 
and 
d pain re ang 
: 
SUPPLIED: Bottles of 100 tablets. 
AAU USD 
© H 
| 


it could be mild or 


severe, acute or chronic, 
primary or fibrositis 


more potent and comprehensive 
treatment than salicylate alone 
... assured anti-inflammatory 
effect of low-dosage corticosteroid! 

... additive antirheumatic action 

of corticosteroid plus salicylate ?~> 

brings rapid pain relief; 

aids restoration of function 

more easily manageable corticosteroid dosage 
Much less likelihood of 
treatment-interrupting side effects '~¢ 


Composition 


METICORTEN® (prednisone) .. 0.75 mg. 
Acetylsalicylic acid .............. 325 mg. 
Aluminum hydroxide ............ 75 mg. 


ASGOrbic-acld 


Packaging: SicmMaGEN ® Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A, 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, F.: 
Fed. Proc. 12:326, 1953. 5. Busse, 
E. A.: Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 

Complete information on the use of 
SIGMAGEN available on request. 


SCHERING CORPORATION + BLOOMFIELD, N. J. 
5 G-J-198 
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ADVERTISEMENTS 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.? 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references: 
1 Sescte, z9- and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfameth idazi New England J. Med. 


2. Editorial: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
*Reg. U.S. Pat, Off. 
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STEARATE ny (ERYTHROMYCIN STEARATE, ABBOTT) 


AFTER SIX YEARS, A SAFETY RECORD UNMATCHED IN 
SYSTEMIC ANTIBIOTIC THERAPY—PLUS REMARKABLE 
EFFECTIVENESS AGAINST THE COCCI 


Actually, after all this time, there has not been a single, serious reaction to 
ERYTHROCIN. Also, the problem of resistance has remained unusually low. 

You'll find ERYTHROCIN highly effective against most coccal organisms. 
And it may well be the tool to counteract coccal complications following 
viral attacks. 

Usual adult dose is 250 mg. four times daily. Dosage for children may be 
reduced in proportion to body weight. ERYTHROCIN comes in Filmtabs® (100 
and 250 mg.), bottles of 25 and 100. Also available in tasty, Ob Gott 
cinnamon-flavored oral suspension; comes in 75-cc. bottles. 


® FILMTAB—FILM-SEALED TABLETS, ABBOTT; PAT. APPLIED FOR. 


1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 
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ADVERTISEMENTS 


LEAVES 


HYCOMINE 


THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 
Hycodan® 
Dihydrocodeinone Bitartrate ......... 
(Warning: May be habit-forming) .5 mg. 
Homatropine Methylbromide ........ 1.5 mg. 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits oral prescription. 
Literature on request 


Endo ENDO LABORATORIES 


Richmond Hill 18, New York 
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Investigator 
after investigator reports | tl 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic)... .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


€n “Cniorotniaziae: A New Type of Drug for the Treatment of Arterial Hypertension,” 
‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1952, 


MERCK SHARP & DOHME vision of merck & CO., INc,, Philadelphia 1, Pa 
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(CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL', ‘Diurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. if the patient is 
established on a ganglionic blocking agent (e.g., ‘INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets ‘piurit' (chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL 
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50 ADVERTISEMENTS 


Service to Doctors of 


Medicine CHRISTMAS 


SEALS 


General medical supplies 


FIGHT TB* 


Surgical garment fitting 
department 


Equipment repairs 


Equipment rentals for 


patients buy yours 
Munns Medical Supply Co. TODAY! 
Tenth & Horne Telephone 
Topeka, Kans. 5-5383 


PERFORMANCE WITH 
GREATER PERMANENCE 
IN THE MANAGEMEN 
(OF DERMATOSES. 


an impressive and | 
re owing body of published 


NEW! TARCORTIN LOTION | 1. Welsh, A. L., and Ede, M.: J.A.M.A. 166:158, 1958. 
2. Bleiberg, J.: J.M. Soc. New Jersey 53:37, 1956. 


excellent for lesions of head and hands 
3. Abrams, B. P., and Shaw, C.: Clin. Med. 3:839, 1956, 


i Sopris plastic ‘sq hotties, % 4. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 
5. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 


Gas REED & CARNRICK / Jersey City 6, New Jersey 
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 (TARBONI!S®) in a greaseless, stainiess vanisning am base 
Tar Extract 5% TARBONIS) in an ointment base. * 
: 


or Johnnie’s cough and cc 


Each teaspoonful ce. 


Dihydrocodeinone bitartrate 
CHLOR-TRIMETON® Maleate 
ridamine maleate) 
Sodium salicylate 
Sodium citrate | 0.12 Gm. 
Caffeine | 30 mg. 
Glyceryl guaiacolate | 0.03 Gm. 


©Exempt narcotic. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 


CN-J-6118 


- “Yes, Mrs. Johnson, ~ 


you, doctor” 


COSA-TETRACYN 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 


(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 


Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


COSA-TETRASTATIN™ COSA-TETRACYDIN® 


glucosamine-potentiated tetracycline with nystatin glucosamine-potentiated tetracycline — analgesic — 
antibacterial plus added protection against antihistamine compound 

monilial superinfection For relief of symptoms and malaise of the common 
cold and prevention of secondary complications 


CAPSULES (black and pink) 250 mg. Cosa-Tetracyn 


(with 250,000 u. nystatin) CAPSULES (black and orange) Each capsule contains: 
ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. « phenacetin 120 mg. « caffeine 
Tetracyn (with 125,000 u. nystatin), 2 oz. bottle 30 mg. « salicylamide 150 mg. + buclizine HCl 15 mg. 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. 
Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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54 ADVERTISEMENTS 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


STREPTOKINASE-STREPTODORNASE LECERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


Inviting Consultation ir 
Questionable Progress 


KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 

Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


| 


Both GENTR 


Central Antitussive Effect — mild, dependable 


ADVERTISEMENTS 55 


Topical Decongestion — prompt, prolonged 


thenytclamine), trademarks 


RAL 


Thenfadil® hydrochloride... 
Dihydrocodeinone bitartrate . 

Potassium guaiacol sulfonate 


Menthol 
Chloroform 
Alcohol 


Bottles of 16 fl. oz. 


TREATMENT OF 


CANNULAS— INCLUDING HIGH 


HE PATIENT. 


\ 
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4 
ANTITUSSIVE DECONGESTANT + ANTIHISTAMINIC. 
Antihistaminic and Expectorant Acticn vite 
wrephring (besnd of chenvienhrine? and 
FLOWMETERS, CATHETER 
PURITY OXYGEN FOR THE PURCHASE 
U L AR TRUCK E LIV E R Y R I CE. T HR H 0 UT K A NS. 
KANSAS ~OXYGEN; INCORPORATED 
P.O. BOX S51 HUTCHINSON, KANSAS PHONE MOHAWK 5-5551 | 
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Phi. .».give real relief: 


Exch footage Dow: 


200 mg. (3 grains) 
Phenacetin 150 mg. (21/2 grains) 1 or 2 tablets. 
30 mg. (1/2. grain} Narcotic blank required. 


Demerol hydrochloride... 30 mg. (1/2 grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


Pavatrine 


125 mg. 


: with Phenobarbital 
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ANKLE 
SPRAINED 


OF 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


to 
= 
STREPTOKINASE-STREPTODORNASE 


i *Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


Deformity Appliances 
of Quality 


Orthopedic and Surgical ag 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

D. T. Ferraro, M.D., Pathologist 

H.C. Ebendorf, M.T., Serologisi 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


57 
: 
| 
— 
4 
i 
: 
| 
te 


58 ADVERTISEMENTS 


RENTALS * SALES 
HOSPITAL BEDS WHEEL CHAIRS 
INVALID LIFTS) =INVALID WALKERS 


* BRACE SHOP * 
Certified orthotist and skilled technicians 
on duty at all times 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. cena PETRO’S SURGICAL APPLIANCES 
Phone 2-0582 Wichita, Kansas 618-20 Quincy Topeka, Kans. Ph. CE-40207 


Our 75th Year... : PENTAFORT 
: of serving physicians of e Provides BOTH fast and prolonged vaso- 
| the Middle West with . pans age practical prophylaxis in angina 
high quality and rigidly ¢ Combines TWO. (Nitroglycerin and Penta- 
pharmaceutical tins tested coroner? 
| roducts. age form. 
SUTLIFF & CASE Co., INC. \ / Thiamin” Mononitrate .......... 5mg. 
Specialties 


PEORIA, ILLINOIS 


“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


No. 880, PMB-200 
bottles of 60 and 500, 


Also available as No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate bottles of 60 and 500. 
in each tablet). 


AYERST LABORATORIES ° New York 16, New York + Montreal, Canada 


*'Premarin®"’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


x * 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Centennial Meeting 


Kansas Medical Society 


May 3-7, 1959 Topeka, Kansas 


Historical Material Needed 


In preparation for the observance of 
The Kansas Medical Society's centen- 
nial anniversary, members of the Com- 
mittee on History are attempting to 
collect all material of historical inter- 
est. Physicians who can contribute in- 
formation, records, etc., are urged to 
send such to 


Committee on History 
Kansas Medical Society 
315 West 4th Street 
Topeka, Kansas 


CHRONIC 
RONCHI 


NFECTIOUS. 
DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


*Reg.U S Pat. 


a Division of AMERICAN CYANAMID COMPANY, 


LEDERLE LABORATORI 
Pearl River. New York 
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Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


The 
Menninger Clinic 


CHILD PSYCHIATRY 
SERVICE 


Robert E. Switzer, M.D., Director 


Outpatient consultation, evaluation, 
and treatment for infants and children 
to 18 years. 

Residential treatment for elementary 
grade children with emotional and be- 


havior problems. 


Index to Advertisers 


Abbott Laboratories .............. 8, 9, and facing 46 
Burroughs Wellcome and Company, Inc. ...... Facing 16 
Chicago Medical Society ................ Center section 
Ciba Pharmaceutical Products, Inc. .......... 20 and 33 
Corn Products Sales Company ................ 24 and 37 
Farmers and Bankers Life Insurance Co. .... Center section 
Hanicke, P. W., Manufacturing Company ............ 57 
Kansas Tuberculosis and Health Association .......... 50 
Lattimore-Fink Laboratories 57 


Lederle Laboratories 
6, 10, 11, center section, 36, 42, 43, 46, 54, 57, and _ 


Merck, Sharp and Dohme, Inc. .. 12, 13, 38, 41, 48, and 49 


Munns Medical Supply Company, 50 
Parke, Davis and Company ...... Inside front cover and 3 
Physicians Casualty Association .................645 54 
Schering Corporation ........... 19, 27, 39, 45, and 51 
Searle, G. D., and Gompany ............ 7, 29, and 56 
Seven-Up Bottling Company, Inc .................. 30 
Smith, Kline and French Laboratories ........ Back ~— 
Southwest Scientific Corporation 

University of Kansas Medical Center ...... Center section 

Winthrop Laboratories ............ 34, 44, 55, and 36 


Nationally advertised Surgical Supplies and Equipment for your convenience ai 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


CHANGES OF ADDRESS 


Members of the Kansas Medical Society will receive the JOURNAL and correspondence 
from the Executive Office promptly only if correct addresses are on file. Report changes 
promptly to Kansas Medical Society, 315 West Fourth Street, Topeka, Kansas. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTIC 


if your patient wears tinted glasses 


and sighs frequently...? 


She may have an anxiety state. The tinted glasses may be worn as a shield 
against the world—and to relieve the photophobia resulting from pupillary dila- 
tation caused by anxiety-induced hyperadrenalism. The sighs may be a result of 
fatigue from emotional unrest. 

Source — Meyer, O. O.: Northwest Med. 53:1006, 1954. 


4 findings from a recent study* 


Calmative MOSTYN 


1. Anxiety and nervous tension appeared to be most dosage: 150-300 mg. (4 or 
benefited by NosTyn. 1 tablet) three or four times 

daily. supplied: Nostyn tab- 
2. Seventy per cent of patients obtained some degree lets, 300 mg., scored. Bottles 
of relief. of 48 and 500. 


3. Greater inward security and serenity were experi- 


enced and expressed. *Bauer, H. G.; Seegers, W.; 
Krawzoff, M., and McGavack, 
4. Mental depression did not develop in patients pre- T. H.:: New York J. Med. 


viously depressed by meprobamate or a similar drug. 58:520 (Feb. 15) 1958. 
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Stormont Wedical Library, 


State House, 
Topeka, Kansas 


Compazine 


nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


~ for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 


—always carry one in your bag 


NEW: Multiple dose vials, 
10 cc. (5 mg,/ac.) 


Also available: 


Tablets, 5, 10 and 25 mg., in bottles of 50 and 500. 


Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 


Suppositories, 5 and 25 mg., in boxes of 6. 


Syrup, § mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 
Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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